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Abstract
Attention-deficit/hyperactivity disorder (ADHD) affects between 3% and 5% of schoolage children. In addition to hyperactivity, difficulty paying attention, and impulsivity,
children with ADHD have been found to have lower self-perceptions than their peers who
do not have ADHD. Researchers have attempted to explain why children with ADHD
have lower self-perceptions. Despite these studies, little research has explored how these
children perceive themselves, others, and their world from their perspective. In addition,
even fewer researchers have studied how these children cope. The purpose of this study
was to delve into the lives of six children with ADHD as a means of examining their
perceptions of themselves, others, and their worlds, as well as the coping strategies that
they use to navigate their worlds, using a qualitative design.
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ADHD, Perceptions, and Coping
Chapter 1
Introduction
Statement of the Problem
Attention-Deficit/Hyperactivity Disorder (ADHD) affects between 3% and 5% of
school-age children (Brown, 2000; McGoey, Eckert, & DuPaul, 2002; National Institutes
of Health, 2000). In other words, 1 in every 20 children, or theoretically, one child in each
classroom, is likely to have a diagnosis of ADHD (McGoey, Eckert & DuPaul, 2002). In
the United States of America, the number of children and adults diagnosed with ADHD
increased from approximately 900,000 in 1990 to nearly 5 million in 1998 (Frame, Kelly,
& Bayley, 2003), and ADHD is considered to be the most commonly diagnosed childhood
behavioral disorder (National Institutes of Health, 2000).
According to the Diagnostic and Statistical Manual of Mental Disorders, Fourth
Edition, Text Revision (American Psychiatric Association, 2000), or the DSM--IV--TR,
children with ADHD demonstrate persistent and clinically significant levels of inattention
and/or hyperactive and impulsive behavior that typically impair functioning in a variety of
situations and arenas, including school, home, and the community. Consequently, it is
clear that ADHD is an issue that affects a large portion of the population, especially when
considering the potential effects that the disorder may have on the families, teachers, and
classmates of diagnosed children (National Institutes of Health, 2000).
Not only do children who have been diagnosed with ADHD experience
hyperactivity, difficulty paying attention, and impulsivity, they are said to be more prone to
depression and anxiety (Barkley, 2000; Kendall, Hatton, Beckett, & Leo, 2003;
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Treuting & Hinshaw, 2001). They are also observed to be more aggressive toward
others, either physically or verbally, when compared to their same-aged peers (Barkley,
2000; Treuting & Hinshaw, 2001).
Furthermore, children with ADHD have been found to have lower self-esteem and
a lower sense of worth than their peers who do not have ADHD (Dumas & Pelletier,
1999; Treuting & Hinshaw, 2001). While some studies (Dumas & Pelletier, 1999;
Treuting & Hinshaw, 2001) have demonstrated support for this notion, other studies have
shown no difference in the perception of self-worth between children who have ADHD
and children who do not have ADHD (Hoza et al., 2004). Researchers (Hoza et al., 2004;
Treuting & Hinshaw, 2001) have explained this disparity by purporting that many of the
self-perceptions of children with ADHD are characterized by positive illusions, which
serve a self-protective purpose for these children. In other words, children with ADHD
inflate their self-perceptions in areas of their lives where deficits exist as a means to
protect themselves (Hoza et al., 2004).
An additional area in which children who have been diagnosed with ADHD often
have difficulty is in their social interactions with both peers and adults (Barkley, 2000;
Clarke, 1997; Dumas & Pelletier, 1999; Kendall et al., 2003; Treuting & Hinshaw, 2001).
This is said to be true in their socialization in both groups and one on one. For instance,
these children have a hard time concentrating, which may lead them to ruin games for
others. Therefore, other children playing the game react negatively to the child with
ADHD. The ADHD child’s constant movement and demand for attention also bothers
friends. For example, when watching television together, children with ADHD may
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constantly get up from their chair, push their friends’ chairs, touch their friends, and take
attention away from the television (Dumas & Pelletier, 1999).
Dumas and Pelletier (1999) believe that children with ADHD do not recognize that
what they are doing disturbs their friends and they are not able to comprehend the
consequences of their own actions. In addition, Barkley (2000) suggests that children with
ADHD have difficulties in their relationships with others because they have little ability to
share and cooperate with others and to make and maintain promises surrounding
reciprocal favors. As a result, children with ADHD typically have problems making and
maintaining friendships (Barkley, 2000). Even worse, some children who are diagnosed
with ADHD suffer harassment from their peers due to being perceived as different, which
has been found to lead to these children being socially isolated from their peer groups
(Barkley, 2000; Kendall et al., 2003; Shea, 2003) or rejected by their peers (National
Institutes of Health, 2000). In one study, it was found that insufficient social skills,
immaturity, emotional instability, and a lack of insight characterized ADHD children who
had been isolated by their peers (Shea, 2003).
Researchers (Dumas & Pelletier, 1999; Treuting & Hinshaw, 2001; Hoza et al.,
2004) have attempted to explain why children with ADHD have lower perceptions of selfesteem and negative self-perceptions. Other researchers (Barkley, 2000; Dumas &
Pelletier, 1999; Shea, 2003) have investigated and hypothesized why children who have
been diagnosed with ADHD have difficulties in their social interactions with others.
Despite these studies, little research has explored how these children perceive themselves,
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others, and their world from their point of view. In addition, even fewer researchers (Sik,
2000) have studied how these children cope with these numerous difficulties.

Purpose of the Study
The purpose of this study was to delve into the lives of children with ADHD as a
means of examining their perceptions of themselves, others, and their worlds, as well as
the coping strategies that they use to navigate their worlds. This study differs from several
of the previous studies in these areas because it is qualitative in nature. Considering the
mass of research that has been conducted in the area of ADHD specific to children, it is
notable that the majority of these studies have utilized a quantitative research design as
opposed to a qualitative one.
Because there has been a dearth of research conducted on the topic of ADHD
utilizing a qualitative approach with children, the information gleaned from this study
contributes to the literature by using a qualitative research design. Furthermore, utilizing
this methodology allowed the study to focus on and emphasize the child’s perspective in
his or her own words, instead of relying on conjecture from researchers’ perspectives or
examining the viewpoint of the child’s caregivers and/or teachers.

Rationale
There is a desire to add to the fund of knowledge previously gathered concerning
the ADHD child’s perceptions of self, world, and others, particularly from the child’s
viewpoint. Having an awareness of these perceptions from the child’s point of view may
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help those that come into contact with children with ADHD, including teachers, clinicians,
and family members of the children, to have a better appreciation for what the experiences
of these children are like. There is also a great need to understand what kind of coping
skills children who have been diagnosed with ADHD use. This information may help
clinicians working with children with ADHD to replace maladaptive coping skills and/or to
strengthen adaptive coping strategies that are already present, thus improving the
treatment of children with ADHD. Similarly, there is a large variety of books on the
market that claim to be able cure ADHD utilizing several different approaches. The
current research can be used to provide clarity to what could be a confusing array of
diverse treatment methods by offering information regarding what works for children who
have ADHD from their own perspectives.
There has been relatively little qualitative research with this population. This study
gives a voice to the children themselves as they respond to open-ended questions
concerning their experiences with ADHD, what has been difficult for them as a result of
their diagnosis, and how they have coped with these difficulties. It is believed that this can
be an empowering experience for these children and that it is essential that their voices be
heard.

Qualitative Methodology
A qualitative research approach, as opposed to a quantitative research approach,
tends to generate insight and awareness into a particular issue, as opposed to quantifiable
measurements. It also explores the experiences of people in their everyday lives and
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describes a phenomenon through a rich, in-depth description (Creswell, 2007).
Consequently, this research method lends itself well to the study of the experiences of
children who have been diagnosed with ADHD.
There are five primary methods of qualitative research that researchers typically
utilize: narrative research, phenomenological research, ethnographic research, case study
research, and grounded theory research (Creswell, 2007). A brief review of each method
is provided here to provide a context for the current inquiry.
Narrative research focuses on studying one or two individuals by gathering
information through the individual’s written or verbal story and then reporting the
individual’s experiences and ordering the meaning of those experiences chronologically. A
biographical study is a form of narrative research in which the researcher writes and
records the experiences of another person’s life, usually chronologically. An example of
narrative research would be the study of an adult who grew up in foster care. Because
narrative research can also involve studying an organization, another example would be
the study of the history of a psychiatric hospital that has been found to have a very high
success rate. In addition, narratives may be guided by a particular theory or perspective,
depending on the focus of the research context.
On the other hand, phenomenological research studies several individuals and
describes the meaning of their shared experiences of a concept. The goal of this type of
qualitative research is to reduce individual experiences and to instead describe what all of
the participants have in common as they experience a phenomenon (Creswell, 2007). For
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example, the exploration of domestic violence through the stories of women who have
experienced it would be a phenomenological research study.
Ethnographic research studies an entire cultural group to describe and explain the
shared and learned patterns of beliefs, language, behaviors, and values of a culture-sharing
group, such as a community, a school, or a group of psychologists. This type of research
typically requires a large number of observations of the group that is being studied in order
to provide the researcher with opportunities to be immersed in the culture of the group.
This assists the researcher in learning more about the meanings behind the language and
behavior of the group members, as well as their interactions with each other (Creswell,
2007). An example of ethnographic research would be the study of the staff at a school
with a low turnaround rate.
Case study research is the study of an issue through one or more cases within a
specific setting or context. The researcher typically utilizes several forms of data collection
in case study research, such as observations, a review of documents, and interviews, and
then reports a description of the case and themes based on the case (Creswell, 2007). For
example, a researcher may use a case study design when investigating the successful
treatment of a rare disorder at a primary care center.
Finally, grounded theory research aims to generate a general explanation of an
action, process, or interaction that is influenced by the experiences of a number of
participants. In this type of research, theory evolves from the data provided by the
participants being studied, as opposed to other types of research methods where a theory
is developed and then tested (Creswell, 2007). An example of grounded theory research
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would be the study of individuals who have been given a particular diagnosis and who
have received outpatient therapy to find out what has benefited them in treatment.
Because one of the current researcher’s goals is to provide clinicians with a deeper
understanding of the experiences of children with ADHD and the coping skills that they
utilize and to build a theory around this concern, a grounded theory approach was
employed in this study.

History of ADHD as a Diagnosis
Although the diagnosis that is currently known as ADHD has evolved over the last
century, the symptomatology that characterizes the diagnosis has primarily remained the
same. What is identified as ADHD today was first diagnosed as defect of moral control by
a British physician, Dr. Still, in 1902. He documented cases of impulsiveness in individuals
that he believed to have medical causes. Later, in 1922, the current symptoms of ADHD
were acknowledged and labeled as post-encephalitic behavior disorder. This classification
remained until the early 1960s, at which time the term Minimal Brain Dysfunction was
adopted, which was quickly replaced by hyperkinetic disorder of childhood in the late
1960’s in the Diagnostic and Statistical Manual of Mental Disorders, Second Edition
(American Psychiatric Association, 1968; Eli Lilly and Company, 2007; The History of
ADHD, 2007).
In the 1970s, advances were made in the diagnoses of the impulsiveness associated
with ADHD, as additional symptoms of daydreaming and lack of focus related to
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impulsiveness and impulsiveness was expanded to include verbal, cognitive, and motor
impulsiveness. In 1980, the diagnosis of attention deficit disorder +/- was included in the
Diagnostic and Statistical Manual of Mental Disorders, Third Edition by the American
Psychiatric Association (1980). Then, in 1987, the American Psychiatric Association
renamed the disorder attention-deficit/hyperactivity disorder, or ADHD. They also noted
that it was a medical diagnosis that could cause behavioral issues. This diagnosis appeared
in the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (American
Psychiatric Association, 1987). Since that time, the diagnosis of ADHD has remained
largely unchanged.

Diagnosing ADHD Today
In order to have a better understanding of the world of a child with ADHD, it is
helpful to be familiar with the diagnostic criteria used for ADHD. Typically, ADHD is first
diagnosed during the elementary school years, with the disorder remaining stable through
early adolescence (American Psychiatric Association, 2000), with about 50% to 80% of
adolescents continuing to meet diagnostic criteria (Barkley & Murphy, 2006). According
to the American Psychiatric Association (2000), only a minority will experience the full
range of symptoms associated with ADHD into mid-adulthood; however, Barkley and
Murphy (2006) note that at least 50% to 75% of individuals who were diagnosed with
ADHD as children will continue to manifest into adulthood some of the symptoms of
ADHD that previously caused them impairment.
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ADHD can be diagnosed as one of three types, predominantly inattentive type,
predominantly hyperactive-impulsive type, or combined type. In order to be diagnosed
with the predominantly inattentive type, the individual must have displayed six or more of
the nine symptoms outlined in the DSM--IV--TR. The nine symptoms associated with
inattention are: often failing to pay close attention to details or making careless mistakes in
work, schoolwork, or other activities; often having difficulty sustaining attention in play
activities or other tasks; often not seeming to listen when spoken to directly; often not
following through on instructions and failing to finish school work or chores; often having
difficulty organizing tasks and activities; often avoiding, disliking, or being reluctant to
engage in tasks requiring sustained mental effort; often losing things necessary for tasks or
activities; often being easily distracted by external stimuli; and often being forgetful in
daily activities. The symptoms must have persisted for at least 6 months at a level that is
inconsistent with the individual’s developmental level, the symptoms must be maladaptive
in nature, and the symptoms must be present in two or more settings, such as at school
and at home (American Psychiatric Association, 2000).
Similarly, in order to be diagnosed with the predominantly hyperactive-impulsive
type, the individual must have displayed six or more of the nine symptoms outlined in the
DSM--IV--TR. The six symptoms associated with hyperactivity are: often fidgeting with
hands or feet or squirming in seat; often leaving his or her seat in the classroom or in other
environments where it is expected to remain seated; often running about excessively in
situations in which such behavior is inappropriate; often having trouble playing or
engaging in leisurely activities quietly; often being on the go; often talking excessively.
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The three symptoms associated with impulsivity are: often blurting out answers before
questions have been completed; often having trouble waiting his or her turn; and often
interrupting or intruding on others. The symptoms must have persisted for at least 6
months at a level that is inconsistent with the individual’s developmental level, the
symptoms must be maladaptive in nature, and the symptoms must be present in two or
more settings. If the individual meets criteria for both predominantly inattentive type and
predominantly hyperactive-impulsive type, then he or she should be diagnosed with the
combined type of ADHD (American Psychiatric Association, 2000).

Comorbid Disorders
Barkley (2006) suggests that a diagnosis of ADHD carries a high risk for other
comorbid psychiatric disorders, including anxiety disorders and mood disorders. Preston,
O’Neal, and Talaga (2005) indicate that 20% of children who are diagnosed with ADHD
will experience comorbid depression. According to Kutscher (2002), bipolar depression
occurs in 20% of children with a diagnosis of ADHD, as well. He describes these children
as individuals who present with a depressed mood that cycles with abnormally elevated,
grandiose, and pressured moods accompanied by irritability and rages with little need for
sleep. Kutscher (2002) also notes that anxiety disorders occur in up to 30% of children
who are diagnosed with ADHD.
Because of the way that ADHD affects a child’s ability to attend to details,
organize tasks, and engage activities requiring sustained mental effort, it is not surprising
that ADHD impacts a child’s ability to learn. In fact, 20% to 30% of children with ADHD
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have a comorbid learning disability. It has been found that when learning disabilities
coexist with a diagnosis of ADHD, they can exacerbate ADHD. In addition to learning
disabilities, it has been found that 7% of children with ADHD have a tic disorder and that
60% of individuals with Tourette syndrome have ADHD (Kutscher, 2002).
Similar to those with ADHD, individuals who are diagnosed with central auditory
processing disorder, or CAPD, are easily distracted, have trouble paying attention, have
difficulty organizing and remembering things, and have trouble understanding abstract
information. In addition, individuals with CAPD tend to find noisy environments upsetting,
have trouble following conversations, have better behavior and performance in quieter
settings, and may have spelling, reading, writing, or other speech-language difficulties.
These difficulties are attributed to the fact that people with CAPD cannot process
information they hear in the same manner as others because their ears and their brain do
not entirely coordinate. At this time, it is believed that there are many different possible
causes of CAPD, including lead poisoning, chronic ear infections, and head trauma, or a
combination of causes. An audiologist typically diagnoses CAPD (Konde, 2004).
Although CAPD is often confused for ADHD, it has been found that it is possible
to have both CAPD and ADHD (Konde, 2004). For instance, a group of researchers
(Riccio, Hynd, Cohen, Hall, & Molt, 1994) examined the presence of CAPD with or
without comorbid psychiatric disorders in a sample of 46 children, ages 9 to 13 years,
using measures of central auditory processing to diagnose CAPD and the Structured
Interview for Diagnostic Assessment of Children (SIDAC), the Swanson, Nolan, and
Pelham (SNAP) Checklist, and the Teacher Report Form (TRF) to assess for
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psychopathology. Results demonstrated that 50% of the participants who met diagnostic
criteria for CAPD also demonstrated behaviors consistent with ADHD (Konde, 2004;
Riccio et al., 1994).
Additional research (Brown, 2000; Burt, Krueger, McGue, & Iacono, 2003;
Kutscher, 2002; Wells et al., 2000) has established that ADHD has a high rate of
comorbidity with Oppositional Defiant Disorder (ODD). The DSM--IV--TR characterizes
ODD by clinically significant hostile, defiant, and negativistic behavior in which the child
often loses his or her temper, is often angry, often argues with adults and authority figures,
and is noncompliant with adult requests or rules. Like ADHD, the behaviors associated
with ODD cut across situations and environments.
ADHD has also been found to be a developmental precursor to conduct disorder,
and therefore the two disorders have been shown to have a striking rate of comorbidity,
with an average of at least 55% of children and adolescents with ADHD meeting full
diagnostic criteria for ODD alone or with conduct disorder (Barkley, 2006). According to
the DSM--IV--TR, individuals diagnosed with conduct disorder demonstrate clinically
significant aggression to people and animals, destruction of property, deceitfulness or
theft, and serious violations of rules (American Psychiatric Association, 2000).
Finally, it has been found that between one quarter and one third of substance
abusing adolescents meet the diagnostic criteria for ADHD (Schubiner, 2005). This
demonstrates the likelihood of comorbidity between ADHD and substance abuse in
adolescents who have been diagnosed with ADHD.
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Etiology of ADHD
To appreciate the diagnosis of ADHD, it is also important to have a basic
awareness of its causes. According to the National Institutes of Health (2000), the causes
of ADHD remain uncertain. Although exact origins have yet to be identified, it has been
recognized that ADHD has a strong biological basis. For example, throughout the 20th
century, the similarities between the symptoms of ADHD and the symptoms that occur as
the result of injuries or lesions in the frontal lobes of the brain, particularly in the
prefrontal cortex, have been explored, as both populations experience difficulties in the
areas of maintaining attention, emotion regulation, inhibition, and ability to organize
behavior over time. Consequently, these investigations provide support for the hypothesis
that ADHD is linked to functional and/or structural irregularities in the frontal lobes,
cerebellum, basal ganglia, and the anterior cingulate of the brain (Barkley, 2006).
In addition, neurological examinations of children who have been diagnosed with
ADHD have shown support for the idea that children with ADHD have deficiencies of
specific neurotransmitters in their brains, with evidence showing a decreased availability of
dopamine and norepinephrine in particular. However, because the results of these studies
have been conflicting in their results, this evidence is currently inconclusive (Barkley,
2006).
Finally, it has been noted that heredity and genetics largely contribute to the
occurrence of ADHD in individuals and is considered to be one of the most supported
etiologies of ADHD. In fact, the heritability of ADHD is said to be an average of
approximately 80% (Barkley, 2006; Barkley & Murphy, 2006).
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Executive Functioning
Since it is hypothesized that the symptoms of ADHD originate in the frontal lobes
of the brain, which is where the executive functioning system of the brain is located, it is
logical that children with ADHD would present with difficulties performing tasks in the
area of executive functioning, which is hypothesized to be divided into four main areas,
nonverbal working memory, verbal working memory, emotion regulation, and planning
(Barkley, 2006). Neuropsychologists believe that the executive system includes the mental
functions involved in formulating goals, planning on how to achieve these goals, carrying
out these plans, and revising these plans in response to feedback (Klein, 2000; Ylvisaker &
DeBonis, 2000). In addition, executive functions have been said to encompass selfawareness of strengths and limitations, as well as the understanding of how difficult a
specific task is. All of these functions are necessary in order to be successful with a task
(Ylvisaker & DeBonis, 2000).
Barkley (2006) has noted that individuals who have been diagnosed with ADHD
lack behavioral inhibition, which both prevents these individuals from responding
inappropriately initially and interrupts an ongoing inappropriate response. In other words,
it delays an individual’s reaction to a situation and gives the individual’s self-control the
opportunity to function. Consequently, because behavioral inhibition is lacking, individuals
with ADHD have difficulties in all of the areas of executive functioning. Barkley (2006)
purports that this also leads individuals with ADHD to have trouble with motor control,
such as the inhibition of responses that are irrelevant to the task at hand, the execution of
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responses that are goal directed, the ability to be behaviorally flexible, and the ability to be
sensitive to feedback from external stimuli.
Gioia, Isquith, Guy, and Kenworthy (2000) recognized the importance of
distinguishing deficits in executive functioning and developed the Behavior Rating
Inventory of Executive Function, or the BRIEF. The BRIEF is a measure of executive
functioning that is intended to aid in the diagnosis and treatment of deficits related to
executive functioning, including attentional difficulties. It is currently available in adult
(BRIEF-A) and adolescent (BRIEF-SR) self-report versions and a child version (BRIEF),
which the child’s primary caregiver and teacher completes (Gioia, Isquith, Guy, &
Kenworthy, 2000). The child version is composed of two indexes, the Behavioral
Regulation Index, which is further broken into the inhibit, shift, and emotional control
subscales, and the metacognition index, which is further broken into the initiate, working
memory, plan/organize, organization of materials, and monitor subscales. All eight
subscales can be combined to compile the Global Executive Composite score (Malloy &
Grace, 2004). Because the BRIEF is intended to assess for deficits in executive
functioning, yet it has been successfully used with children with attentional difficulties, this
supports the hypothesis that the symptoms of ADHD derive from the frontal lobe of the
brain.
Also taking the importance of assessing for executive functioning deficits into
consideration, Korkman, Kirk, and Kemp (1998) have developed the NEPSY--II, a series
of customizable neuropsychological tests designed to either obtain an overview of a
child’s basic neuropsychological functioning or to complete a full neuropsychological

ADHD, Perceptions, and Coping 17
assessment. The NEPSY-II includes six domains of functioning: attention and executive
functioning, language, memory and learning, sensorimotor, visuospatial processing, and
social perception (PRWeb, 2007). Again, because of the way that the NEPSY-II is
structured, this assessment demonstrates that there is a link in attention deficits and
difficulties in executive functioning.

The Assessment of ADHD
Clinicians have found that assessment tools can be important, if not essential, in
assisting in making a clear diagnosis of ADHD. Consequently, what follows is a history of
the ways in which clinicians have assessed ADHD in children, as well as assessment means
currently used in the field.
The evolution of the assessment of ADHD in children. One of the first assessment
tools used to measure ADHD in children, the Continuous Performance Test, or CPT, was
originally developed by Mackworth in the early 1960s to analyze the functioning of radar
operators. In the 1970s, researchers began to use the CPT with psychiatric populations as
a means to assess for neuropsychological performance deficits. Because the CPT required
attentional control, it gained the interest of researchers in the field of ADHD in the 1980s.
Early research using the CPT with children that had been diagnosed with ADHD showed
that the children demonstrated performance difficulties on the CPT. Many subsequent
studies of the CPT in this population, as well as meta-analytic reviews, have found that
children with ADHD have poorer CPT performance when compared to children who do
not have ADHD (Epstein, Erkanli, Conners, Klaric, Costello et al., 2003).
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Despite these findings, some studies have not found differences in CPT
performance between children who have been diagnosed with ADHD and children who
have not. Consequently, there is disagreement among researchers as to whether
performance on the CPT distinguishes ADHD from other disorders. However, the CPT
continues to be a widely utilized assessment tool for ADHD (Epstein et al., 2003).

Contemporary assessment tools. Currently, there are several different assessment
tools that clinicians may utilize to assess whether or not children are demonstrating the
symptoms associated with ADHD. According to Brown (2000), a variety of methods
should be used to assess ADHD, given the strengths and weaknesses of each assessment
method, in order to minimize the limitations of each approach. He also recommends using
several sources from multiple settings to do the most comprehensive assessment of ADHD
(Brown, 2000).
The most widely employed assessment tool for ADHD is the clinical interview.
Not only does the clinical interview assist the clinician in gathering pertinent information
that will support the diagnosing process, it also creates rapport between the clinician and
the client that will be essential when implementing treatment interventions once a clear
diagnosis has been made (Brown, 2000). Some clinicians prefer to utilize structured
interviews that cover a broad range of diagnoses such as the Diagnostic Interview
Schedule for Children, or the DISC (Shaffer, 1992), or the Semistructured Clinical
Interview for Children and Adolescents (McConaughy & Achenbach, 1994). However,
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many clinicians use nonstandardized interviews with the children who are presenting with
symptoms of ADHD, their parents, and their teachers.
In addition to clinical interviews, many clinicians use behavioral observations as
part of the assessment process for ADHD. This typically involves monitoring the child’s
behavior in the classroom or during simulated social or academic activities while in the
clinician’s office. While data collected during behavioral observations is useful in the
assessment of ADHD, it is also helpful in designing treatment interventions and later
examining their effectiveness. Despite these benefits, behavioral observation as an
assessment tool is costly in terms of the time and resources that are used to make
observations. Furthermore, the data collected during behavioral observation may be
invalid because the presence of an observer may change the behavior of the child and
others in the setting (Brown, 2000).
Many of the measures used in the field at this time are behavioral ratings
instruments. One such assessment is the Conners Rating Scale-Revised, or the CRS-R
(Conners, 2002), which is a self-administered checklist of behaviors typically exhibited by
children diagnosed with ADHD. The CRS-R is published in three versions: a parent
version, which is completed by the child’s primary caretaker, a teacher version, which is
completed by the child’s teacher, and a self-report version, which is completed by the child
and is available in long and short versions (Conners, 2002).
Another commonly used behavioral rating instrument is the Achenbach Child
Behavior Checklist, or the CBCL (Achenbach, 2007), which obtains ratings in response to
problem items, such as affective problems, anxiety problems, oppositional defiant
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problems, and attention-deficit/hyperactivity problems. It is published in versions for
children ages 1 ½ to 5 years and 6 to 18 years. Like the CRS-R, the CBCL can also be
administered in three formats: a caretaker version, a teacher version, and a self-report
version (Achenbach, 2007).
A third self-administered behavioral rating measure utilized to detect symptoms of
ADHD is the Behavior Assessment System for Children, Second Edition, or the BASC
(Reynolds & Kamphaus, 2007), an instrument that has been formatted in versions to be
completed by the child and/or primary caretaker. The BASC also has different forms for
ages 2 to 5 years, 5 to 8 years, 8 to 11 years, and ages 12 to 21 years, depending on the
child’s age. In addition to exploring symptoms of hyperactivity and inattention, the BASC
also investigates other possible difficulties, such as aggression, conduct issues, sense of
inadequacy, social stress, anxiety, depression, and withdrawal (Reynolds & Kamphaus,
2007).
The Behavioral Observation of Students in Schools, or the BOSS (Shapiro, 2003),
is a different type of assessment in that only teachers complete it. The BOSS is a computer
software measurement designed for use with students between prekindergarten and 12th
grade. It allows teachers to maintain observations of their students’ behaviors in the
school environment, paying particular attention to whether a child is participating in an
activity passively or actively and to how often a child is off task. The BOSS also assists
teachers in performing a functional analysis of a student’s behavior (Shapiro, 2003).
To more narrowly assess only the symptoms associated with ADHD, such as
impulsivity, inattention, and hyperactivity, DuPaul (1991) developed the ADHD Rating
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Scale, a 14-item questionnaire that both parents and teachers can complete. Similarly, the
ACTeRS Teacher Form (Ullmann, Sleator, & Sprague, 1991) and the ACTeRS Parent
Form (Ullmann, Sleator, & Sprague, 1996) were created as diagnostic tools for ADHD.
These assessment measures provide a score on four dimensions: hyperactivity, attention,
oppositional behavior, and social problems (Brown, 2000).
Barkley and Murphy (2006) have also designed several assessment tools that can
also be used by clinicians when exploring the possible presence of ADHD in clients. They
recommend using all of the tools in combination to get the best level of information about
the client. Some of these questionnaires are intended to provide background information
to the clinician, such as the Child and Family Information and Developmental and Medical
History questionnaires, while the Disruptive Behavior Rating Scale Parent Form and
Disruptive Behavior Rating Scale Teacher Form request information about the child’s
behavior in possible problem areas over the last 6 months and the degree to which the
behavior has been displayed. Finally, the Home Situations Questionnaire explores the
child’s compliance in specific situations, while the Issues Checklist for Parents and
Teenagers investigates possible topics that may have been discussed in the home in the
past 2 weeks, how often the topics have been discussed, and how calm or angry the
discussions were on a 5-point scale. Barkley and Murphy (2006) also provide a Clinical
Interview Parent Report Form for clinicians to utilize when interviewing the child’s
primary caretaker.
Much like the CPT used to assess for ADHD several years ago (Epstein et al.,
2003), another current assessment tool is the Test of Variables of Attention, or the
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T.O.V.A. Unlike many of the aforementioned assessment tools, this measure is a
neuropsychological, objective test of attention, as opposed to a subjective measure of
behavior. It is an approximately 22-minute computer test that is presented in a game-like
format that measures the child’s responses to visual or auditory stimuli. These results are
then compared to the results from a group of children without attention disorders who
have also taken the T.O.V.A. (Tova Company, 2007).
Another recently developed method of assessing for ADHD in children is the
quantitative electroencephalogram (QEEG), which is an objective test for determining the
presence or absence of ADHD. It is a noninvasive measurement of brain waves when the
individual is in resting or focused state. According to Hallowell (2007), results are 90%
accurate and are available in 24 hours. It is recommended that the QEEG be used as a
supportive assessment means in addition to other tools to help the clinician to arrive at the
most accurate diagnosis (Hallowell, 2007).
It is important to note that the majority of the tools currently utilized to assess
ADHD in children are quantitative in nature and have the tendency to focus on the child’s
behavior. A review of contemporary assessment measures demonstrates a lack of
qualitative means for assessment as well as a deficiency of tools used to explore the child’s
understanding of what it is like to experience the symptoms and/or impacts of ADHD.

Treatment of ADHD
Clinicians and researchers alike have been seeking effective treatments for ADHD
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ever since it was found to be a diagnosable disorder. Although no approaches have been
found to cure ADHD altogether, effective methods of managing ADHD do exist. A brief
history of the methods used to treat ADHD follows, including a review of the most
commonly used approaches to treating ADHD in children today. New and current trends
are also explored.

The evolution of the treatment of ADHD in children. Early developments in the
treatment of ADHD in children have paralleled the advancements that have been made in
understanding the diagnosis of the disorder. Most of the documented progress that has
been made in the area of treatment interventions has been in the use of medications. As
early as 1937, stimulants in the form of amphetamines were introduced by Dr. Charles
Bradley as a method to treat hyperactive children. Then, in 1956, Ritalin, another
stimulant, was first introduced (Eli Lilly and Company, 2007; The History of ADHD,
2007).
This opened the door for the use of stimulant medications to treat hyperactive
children, which became more widely used in the 1960s. The primary symptom that
stimulants were used to treat was hyperactivity and typically, this was the only symptom
that was treated. Eventually, in 1996, a second stimulant medication, Adderall, was
approved by the Food and Drug Administration (FDA) for the treatment of ADHD. This
was followed by several other medications that were introduced from 1999 to the present,
including Concerta, Focalin, and Strattera, which was approved by the FDA in 2002 (Eli
Lilly and Company, 2007; The History of ADHD, 2007).
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Contemporary treatments. According to Barkley and Murphy (2006), research
largely supports the use of stimulant medications in the treatment of ADHD, as it has been
found that this modality of treatment has resulted in a great degree of improvement in the
symptoms of the disorder. There are over 200 studies of stimulant use for ADHD and the
outcomes in these studies are significantly positive. Stimulant medication works by
inhibiting dopamine reuptake, and amphetamines promote an increase release of dopamine
from vesicles. Stimulant medication is generally prescribed for two to three doses daily,
with some longer-acting medications prescribed once daily. With an accurate diagnosis
and proper dosing, any one stimulant generally results in a 70% positive response rate.
Currently, the most widely prescribed stimulants for ADHD are Ritalin, Adderall, Adderall
XR, and Concerta (Preston, O’Neal, & Talaga, 2005). Three other medications in this
class that are also prescribed are Focalin, Focalin XR, and the newest, the Daytrana Patch.
All of these medications are typically prescribed for the hyperactivity, inattention, and
impulsivity associated with ADHD. The primary side effects of these medications are loss
of appetite, moodiness, trouble falling asleep, and irritability (Hirsch, 2006).
Evidence also shows that medications in the class of alpha-2 adrenergic agonists,
such as Catapres and Tenex, have been found to be effective in the treatment of the
primary symptoms of ADHD and in reducing irritability, impulsivity, and aggression and
treating comorbid insomnia or tics (Preson, O’Neal, & Talaga, 2005). The most common
side effects of these medications are dizziness, sedation, dry mouth, and possibly
depressive symptoms (Hirsch, 2006). In addition, certain antidepressants that increase the
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availability of norepinephrine or dopamine, such as Strattera and Wellbutrin, have been
found to have positive effects on the treatment of ADHD (Preston, O’Neal, & Talaga,
2005). The most typical side effects of these medications are nausea, decreased appetite,
insomnia, and dry mouth (Hirsch, 2006).
What do children who have been diagnosed with ADHD think of their medication
and being medicated? In an attempt to answer this question, Clarke (1997) conducted a
qualitative study of 20 children who had been diagnosed with ADHD using semistructured interviews. All participants were being treated with medication. Clarke (2007)
found that the majority of the children experienced an increased ability in social
functioning and/or academic performance, although the perceived efficacy of the
medication had the tendency to decrease over time. In addition, children reported
perceptions of a stigma attached to taking medication and feeling as though they were
different from their peers due to their need for medication, which they sensed had a
negative impact on their relationships with peers. Finally, results demonstrated that the
children had a strong desire to be self-reliant as opposed to dependent on medication, with
anxiety related to perceptions of dependence on medication increasing over time (Clarke,
1997).
In a comparable study of eight children ages 7 to 11 years using an interview,
projective drawings, and story telling, Santoro (2003) found that many children
recognized both costs and benefits of taking medication. In addition, most of the children
self-identified themselves as users of medication.
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In their qualitative study of 39 children and adolescents who had been diagnosed
with ADHD and their experiences of living with ADHD, Kendall, Hatton, Beckett, and
Leo (2003) had similar findings in that their participants reported both positives and
negatives regarding taking medication for ADHD. For example, many participants stated
that their medication helped them to control their hyperactivity and improve their
concentration; one participant stated, “I’m really hyper, but I can control it with a pill”
(Kendall et al., 2003, pg. 123), while another said, “I always take my medicine. It calms
me down so I don’t get wild (Kendall et al., 2003, pg. 123). The researchers also noted
that when asked what has helped them the most with managing with ADHD, the majority
of the participants indicated their medication (Kendall et al., 2003).
On the other hand, participants also discussed negative aspects of their
medications, such as bad tastes and side effects, primarily stomachaches and headaches.
Furthermore, many participants shared that they felt shame and fear surrounding taking
medication to control their behavior. For instance, one participant stated, “I don’t want
anybody to know that I take pills…because they would laugh at me” (Kendall et al., 2003,
pg. 123). Others voiced that they did not like the change that their medications made in
them. As one child noted, “I don’t like. I just want to be myself. My Mom makes me take
it so I can focus…but I just want to be myself” (Kendall et al., 2003, pg. 124). The
researchers concluded that there is a need for health providers to listen to the reports of
the children and adolescents to whom they prescribe medications and not to rely solely on
the reports of their parents or teachers when evaluating the appropriateness of medication
(Kendall et al., 2003).
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Aside from psychopharmacological treatment, Barkley and Murphy (2006) purport
that one of the most beneficial factors in treating children with ADHD is to educate their
families and school staff about the management and nature of the disorder. According to
Brown (2000), educating parents about ADHD and successful approaches to managing it
is a standard practice. Parent training and counseling not only helps parents to handle the
difficult behaviors associated with ADHD, but it has also been found to reduce the
negative interactions that can occur between parents and their children (Brown, 2000). In
fact, parent training in child behavior management and social skills training and the use of
behavior modification in the school setting have all been found to be effective in the
treatment of children with ADHD (Barkley & Murphy, 2006).
In addition to parent education, client education has been recommended as a
treatment approach to ADHD in children. In this sense, children who have ADHD are
provided information about their disorder as well. It is believed that when children with
ADHD are better educated about their disorder, they are empowered and can take charge
of improving their lives. Using client education, clinicians can teach the children to have a
comprehension of how learning, attention, and memory work and to learn means to
improve their functioning in these areas. Clinicians can then encourage the children to
identify their strengths and utilize them to balance their limitations (Brown, 2000).
The main deficits of ADHD, such as hyperactivity, inattention, and impulsivity,
have not generally shown demonstrable improvement in response to traditional therapeutic
methods, such as counseling, psychotherapy, and play therapy. However, these therapeutic
modalities have proven successful in treating the difficulties that children face as a result of
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their ADHD, such as social rejection, feelings of helplessness, and repeated failures.
Individual counseling can provide a setting for a child with ADHD where he or she can
feel safe and understood, his or her sense of motivation can be improved, and his or her
sense of helplessness can be reduced. A clinician can effectively work with a child on
issues of social relationships, self-esteem, and anxiety in counseling. Group counseling
may also be helpful to children with ADHD to assist them with issues of social skills
development, self-esteem, and peer relationships (Brown, 2000).
Several behavioral strategies have also been utilized when treating children with
ADHD. One such method is contingency management, which includes point and/or token
reward systems, using time out, and response cost systems. Furthermore, cognitive
behavioral treatment has been used with children with ADHD. The primary cognitive
behavioral techniques that have been found to be most beneficial in this population are
self-monitoring, verbal self-instruction, self-reinforcement, and problem-solving strategies
(National Institutes of Health, 2000).
Finally, electroencephalograph (EEG) biofeedback has been purported to be a
useful treatment intervention for children with ADHD and an alternative to medication
interventions. EEG biofeedback monitors the child’s body’s automatic and unconscious
functions, such as heart rate, blood pressure, and brain waves and feeds back that data to
the child through a graph on a computer screen or sounds. This enables the child to see
how different thoughts or behaviors change the feedback so that the child can learn to
improve his or her functioning (Sullivan, 2003).
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The logic behind using EEG biofeedback with children with ADHD is that an EEG
detects four different types of brain waves: alpha, delta, theta, and beta. EEGs of children
with ADHD differ from EEGs of children without ADHD in that those with ADHD show
more theta waves and fewer beta waves. Consequently, the goal of EEG biofeedback use
with children with ADHD is to change the ratio of theta waves to beta waves; it is
hypothesized that bringing these brain waves to a healthier pattern will lead to a decrease
in ADHD symptoms (Sullivan, 2003).
Despite the positive outcomes that children with ADHD may gain from these
treatment interventions, Barkley and Murphy (2006) believe that it is difficult for this
population to generalize these benefits to other settings, such as from home to school and
vice versa. Furthermore, it has been found to be challenging for this population to maintain
the gains that they obtained during treatment once treatment has been terminated.
Therefore, treatment for ADHD must often be multifaceted in nature and maintained over
long periods to produce the maximum benefit possible (Barkley & Murphy, 2006).

Economic Costs Associated With ADHD
A means of looking at how much of an impact ADHD has on society is through
the financial costs of ADHD to our nation. It has been determined that the cost of
providing special education services to children who have ADHD to be $3.5 to $4 billion
annually, as ADHD is one of the most common diagnoses in special education settings. It
is also purported that additional services for children with ADHD in the educational
system create higher financial costs in school nursing and psychological services
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departments and increased costs to train teachers, since ADHD is one of the primary
behavioral issues in students that regular education teachers face (Hinshaw, Peele, &
Danielson, 2005; Pelham, Foster, & Robb, 2007). It has been found that 15% of children
with ADHD have math and/or reading disabilities and 80% to 90% of children with
ADHD are significantly behind in school by fourth, fifth, or sixth grade (Hinshaw, Peele,
& Danielson, 2005).
In terms of health care utilization, Hinshaw, Peele, and Danielson (2005) found,
using Medicaid managed care calculations from a large insurance claims database, that the
average reimbursement for the total cost of treatment to a child with ADHD was $1,795
dollars, as compared to $1,666 for treatment to a child with asthma. In their meta-analysis,
Matza, Paramore, and Prasad (2005) found that children with ADHD have higher annual
medical costs when compared to both matched controls without ADHD, with differences
ranging from $503 to $1,343, and non matched controls without ADHD, with differences
ranging from $207 to $1,560. The higher costs for children with ADHD were due to a
higher use of primary care visits, hospitalizations, pharmacy use, and outpatient mental
health visits. In fact, data shows that children with ADHD are five times more likely to die
as the result of an accident by the age of 12 years than children without ADHD (Hinshaw,
Peele, & Danielson, 2005). This data further demonstrates the high costs associated with
ADHD.
In addition to health care utilization, the economic impact of ADHD has also been
linked to higher juvenile arrest rates in children that have been diagnosed with ADHD
when compared to control participants who do not meet diagnostic criteria. For example,
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in their meta-analysis, Matza, Paramore, and Prasad (2005) discussed a study that
examined the criminal history and criminal costs incurred by 149 individuals who had been
diagnosed with ADHD between the ages of 4 and 12 years through a follow-up interview
with the same individuals at the ages of 19 and 25 years. The cost of crimes incurred by
victims and costs to the criminal justice system were based on data from the Federal
Bureau of Investigation, Bureau of Justice Statistics, and the Criminal Justice Institute.
According to these data, the mean total criminal costs associated with those with ADHD
were $12,868, versus $498 for a control group of 76 individuals without ADHD.
Furthermore, ADHD can be a high financial burden to families, as they typically
need to take on costs associated with initial evaluations, referrals and follow-up
appointments, office therapy, pharmaceutical treatments, and school-based
accommodations. Private insurance may not cover the educational testing and/or many of
the behavioral treatments that have been found to be successful for this population. If
family members need to take unpaid time off from work to take their children to
appointments or to meet with teachers, they also need to account for these lost wages in
their budgets (Hinshaw, Peele, & Danielson, 2005). Because of the absenteeism and
subsequent lost work productivity associated with having a child with ADHD, Matza,
Paramore, and Prasad (2005) suggest including these factors when thinking about the
financial costs of ADHD to society.
To estimate the economic cost of ADHD in children and adolescents, Pelham,
Foster, and Robb (2007) reviewed 13 studies using a “cost of illness” approach, which is
designed to emphasize tangible consequences of an illness, as opposed to subjective costs.
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They considered the costs of health and mental health systems, educational costs, and
costs incurred because of delinquency, crime, and substance use. Results determined that
the estimated annual cost of ADHD in children and adolescents was $14,576 per
individual in 2005 dollars, with a range between $12,005 and $17,458 per individual, due
to the variability among studies. When considering an estimated ADHD prevalence rate of
5%, the societal cost of ADHD in childhood and adolescence is $42.5 billion annually,
with a range of $36 billion to $52.4 billion (Pelham, Foster, & Robb, 2007).

Impacts of ADHD on Family Functioning
Many studies (Edwards, Barkley, Laneri, Fletcher, & Metevia, 2001; Fletcher,
Fischer, Barkley, & Smallish, 1996; McGoey et al., 2002; Wells et al., 2000) have
concluded that the behavior representative of ADHD puts children who have been
diagnosed with this disorder at a higher risk for conflict with others when compared to
their nondisordered counterparts. This conflict may be with peers, teachers, or parents.
According to McGoey et al. (2002), and in accordance with the DSM--IV--TR diagnostic
criteria, between 30% and 60% of young children with ADHD are often defiant and
noncompliant in the presence of authority figures and commands. In addition, Edwards et
al. (2001) report that the nature of these conflicts is more hostile, rejecting, and punishing
than conflicts involving children who do not have ADHD.
Considering these behavioral challenges, it is not surprising that ADHD would
have serious implications for the families of diagnosed children. Edwards et al. (2001)
found that, when compared to nonhyperactive children, hyperactive children are more
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negative and have little ability to sustain compliance. In addition, McGoey et al. (2002)
conveyed the idea that children with ADHD have difficulties in modifying their behavior in
response to diverse situational demands, thus creating the possibility for conflict.
Likewise, Edwards et al. (2001) noted that mothers of hyperactive children give fewer
rewards and are more disapproving than mothers of nonhyperactive children. Similarly,
Fletcher et al. (1996) proposed that parents of children with ADHD are more hostile,
reprimanding, and punishing and give more commands. Consequently, these families are
typically plagued by disharmony and discord.
Taking these challenges a step further, families of ADHD children are likely to be
characterized by more distress. For example, Edwards et al. (2001) believed that mothers
of ADHD children and teenagers usually experience more parenting stress and
psychological maladjustment, including depression and anxiety. Wells et al. (2000) also
reported that parents of ADHD children have a high degree of stress related to their
parenting role and higher incidences of maternal depression.
Floyd and Gallagher (1997) explored the differences between school-age children
with chronic illness or mental retardation, including a sample of nondisabled children with
significant behavior problems. Their study assessed the effects of child behavior problems
and child disability on parent stress and care demands that are linked to disabilities. Using
a variety of questionnaires, they found that children who had both behavior problems and
a disability were the most stressful for parents to manage.
Edwards et al. (2001) examined conflict between parents and their ADHD and
ODD diagnosed adolescent children by comparing teenagers with ADHD and ODD to a
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community control group on parental and teenager ratings of quality of communication
and parent-teenager conflict. In addition, the researchers utilized parental self-reports and
direct observations of problem-solving interactions between parents and their teenagers
when presented with a neutral and a conflict discussion. The researchers found that there
was a high level of conflict between the disordered teenagers and their mothers and that
there was more anger involved in these conflicts and use of more aggressive problemsolving strategies.
Similarly, research (Brown, 2001; Edwards et al., 2001; Fletcher et al., 1996;
Wells et al., 2000) shows that the challenges posed by children with ADHD are likely to
continue into adolescence. In fact, Wells et al. (2000) posited that angry conflicts and
negative interactions between parents and their disordered children actually increase in the
teenage years. Therefore, it is essential to learn more about the nature of these children’s
interactions during childhood so that they can be modified before they get even more out
of control in adolescence.

Developmental Trajectory and Implications for Adults
According to Hinshaw, Danielson, and Faraone (2005), across developmental
stages, ADHD is related to an increased risk for substance abuse, early school termination,
early childbearing, homelessness, increased injuries, antisocial behavior, underemployment,
and continuing social problems. Matza, Paramore, and Prasad (2005) also added that
adults with ADHD are more likely to suffer from poor job performance, lower
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occupational status, and poor driving records. Similarly, in their experience, Barkley and
Murphy (2006) have found that adults who have been diagnosed with ADHD in childhood
are apt to be undereducated compared to their family educational history and their
intellectual capacity.
In a meta-analysis of prospective, long-term outcome studies that followed
children who had been diagnosed with ADHD into adulthood, Mannuzza (2002) found
that adults who had been diagnosed with ADHD as children had completed less formal
schooling, with an average of 2 to 3 years less than the control group. He also found that
one quarter to one third of adults with ADHD had dropped out of high school, compared
to only 1% to 9% of adults in the control group. Results also showed that only 15% of
adults with ADHD had obtained a bachelor’s degree or higher, with half of adults in the
control group achieving the same (Mannuzza, 2002).
Barkley and Murphy (2006) have hypothesized that adults with ADHD have more
difficulties adjusting in the workplace and may be underemployed in their careers,
considering their intellectual capacity and family and educational history. In their
experience, adults with ADHD typically change jobs more often than others. Mannuzza
(2002) found in his meta-analysis that adults with ADHD had lower occupational rankings
than those in control groups.
Barkley and Murphy (2006) have observed that adults with this diagnosis have a
higher rate of turnover in their romantic relationships and friendships and tend to have
increased marital discord and divorce. Mannuzza (2002) found that difficulties with selfesteem and social functioning continue into adulthood, since adults with ADHD had lower
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scores on tests of self-esteem and social skills when compared to adults in the control
group. They have also noted that adults with ADHD generally have difficulties with
speeding while driving and are likely to experience more motor vehicle accidents than
others in their lifetimes. Consequently, they are more likely to have their driver’s licenses
revoked or suspended (Barkley & Murphy, 2006).
Do individuals who were diagnosed with ADHD as children have higher rates of
arrest and incarceration when compared to individuals who were not diagnosed with
ADHD? Mannuzza (2002) found in a meta-analysis of two prospective studies of young
adults between the ages of 16 and 19 that individuals who had been diagnosed with
ADHD had significantly higher rates of arrest when compared to individuals who had not
been diagnosed with ADHD, with 36% to 58% of those with ADHD having a history of
arrest compared to 2% to 20% of those without ADHD. He also found that those with
ADHD had higher rates of convictions, multiple arrests, multiple convictions, aggressive
offenses, felonies, and multiple felonies when compared to the control group of individuals
without ADHD. Finally, results showed that individuals with ADHD had higher rates of
incarceration, with 9% to 25% of individuals with ADHD having a history of incarceration
compared to 1% of individuals without ADHD (Mannuzza, 2002). Considering the rates
of incarceration among those with ADHD and the cost of incarcerating these individuals,
it can be said that this adds both a social and financial burden on society.
In terms of substance use, Schubiner (2005) indicates that data from samples of
adults with ADHD show high rates of substance use disorders, with rates of alcohol abuse
or dependence found in 17% to 47% of adults and drug abuse or dependence found in 9%
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to 30% of adults. He also notes that the severity of substance use has been found to be
higher in adults diagnosed with ADHD when compared to the general population
(Schubiner, 2005).
Kutscher (2002) notes that comorbid depression occurs in 47% of adults who have
a diagnosis of ADHD. In addition, Mannuzza (2002) found that antisocial personality
disorder is more prevalent in adults with ADHD when compared to a control group of
adults without ADHD, with adults with ADHD averaging a prevalence of about 26%,
compared to a rate of 2% to 7% in the control group.

Global Perspectives on ADHD
It is notable that ADHD is not classified as such worldwide, as the World Health
Organization (WHO) labels ADHD as hyperkinetic disorder, or HD, although it uses very
similar operational criteria to those used in the United States to define ADHD (Polanczyk,
de Lima, Horta, Biederman, & Rohde, 2007). Similarly, the International Classification of
Diseases classifies ADHD as hyperkinesis (Biederman & Faraone, 2004).
In addition, it has been observed that the prevalence of ADHD varies greatly from
country to country, with many suggesting that prevalence rates in North America are
higher than those found in Europe, leading to questions as to whether ADHD is the result
of cultural factors present in North America, such as more permissive parenting styles
(Anderson, 1996; Polanczyk et al., 2007).
However, a group of researchers (Polanczyk et al., 2007) conducted a study aimed
at determining the prevalence of ADHD worldwide and in individual countries through a
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systematic review of the literature on ADHD, focusing on computer searches of the
literature, reviews of specialized textbooks, contact with the experts in different countries
regarding ADHD, and reviews of reference lists. They found that there was no significant
different in the prevalence of ADHD between North America and Europe. The researchers
concluded that geographic location might play a role in the variability among prevalence of
ADHD elsewhere in the world, as they found large variability in ADHD rates worldwide
(Polanczyk et al., 2007).
In another study of over 3,000 Chinese schoolboys, it was found that the
prevalence of ADHD in China was comparable to that found in the United States. ADHD
has also been found in countries such as Thailand, Chile, and Kenya. Consequently, it can
be concluded that ADHD is not a disorder found solely in the United States or North
America (Anderson, 1996). Taking this research a step further, it is clear that ADHD is a
worldwide issue that cuts across all countries and cultures and warrants additional
research in additional areas.

Self-Perceptions
While several researchers (Clarke, 1997; Dumas & Pelletier, 1999; Hoza et al.,
2004; Kendall et al., 2003; Santoro, 2003; Treuting & Hinshaw, 2001) have explored the
perceptions of children who have been diagnosed with ADHD through both quantitative
and qualitative methodologies, it is first important to recognize what researchers
hypothesize the term self-perception to encompass, as well as what has been theorized as
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the typical course of development of self-perceptions in nondisordered children. Here,
these factors will be addressed.

Defining children’s self-perceptions. According to Dumas and Pelletier (1999),
Harter has defined children’s self-perception as the way that they describe and feel about
themselves. This model of self-perception includes six components: social acceptance,
scholastic competence, athletic competence, behavioral conduct, physical appearance, and
global self-worth. Harter argues that while children are unlikely to feel skilled in all that
they do, they remain capable of building a personal sense of self-worth. In terms of this
model, social acceptance is based on the children’s perception of their popularity and how
well peers accept them, scholastic competence is shown by the children’s perception of
their performance at school, athletic competence is demonstrated by their perception of
their sport and gaming ability, behavioral conduct is based on how happy the children are
with their behavior and whether they think they behave appropriately, physical appearance
is demonstrated by the children’s perception of their weight, height, and other physical
features, and global self-worth is assessed by the children’s level of satisfaction with
themselves as individuals and how they live their lives (Dumas & Pelletier, 1999).

The development of self-perceptions in children. How do children’s selfperceptions develop? Hechtman, Weiss, and Perlman (1980) hypothesize that selfperceptions begin to develop in early infancy and are shaped by the reactions that children
receive from their environment. They indicate that self-perceptions are greatly influenced
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by important people in the children’s lives, such as their mother and other members of the
children’s families. Once children enter school, it is believed that their teachers and peers
impact the development of their self-perceptions, as well. Furthermore, it is thought that a
child’s self-perception is also rooted in the child’s values, ideals, and beliefs.
Consequently, children’s self-perceptions develop from their unique experiences,
encounters, and values (Dumas & Pelletier, 1999).
Considering the role that relationships with others play in the development of selfperceptions, and the fact that children with ADHD have been found to have more conflict
with others when compared to children without ADHD (Edwards, Barkley, Laneri,
Fletcher, & Metevia, 2001; Fletcher, Fischer, Barkley, & Smallish, 1996; McGoey et al.,
2002; Wells et al., 2000), it is not surprising that it has been hypothesized that children
with ADHD would have negative self-perceptions.
To study the development of self-perceptions in hyperactive children, Hechtman,
Weiss, and Perlman (1980) conducted a follow-up study of 18 hyperactive young male
adults who had been referred to a clinic 12 years prior for hyperactivity and 18 nonhyperactive young male adults. All participants completed both the oral and written
versions of the Situational Social Skills Inventory, the Means Ends Test of Social Skills,
and three self-esteem tests. They found that the hyperactive participants rated themselves
lower than the nonhyperactive participants on some items of self-esteem, while also
viewing themselves as careless, nervous, disobedient, ungrateful, and inattentive. The
researchers concluded that the negative feedback the hyperactive participants had received
from their school and home environments throughout their development had impacted
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their self-perceptions. Results also demonstrated that the hyperactive participants had
social skills deficits in that they were able to identify the appropriate response in social
situations, but had difficulty carrying out this behavior. The researchers purported that
these deficits could have been due to impulsivity, tentativeness, and a lack of practice that
stemmed from years of social exclusion by others or a combination thereof (Hechtman,
Weiss, & Perlman, 1980).

The role of self-perceptions in children with ADHD. Many researchers (Clarke,
1997; Dumas & Pelletier, 1999; Hoza et al., 2004; Kendall et al., 2003; Santoro, 2003;
Treuting & Hinshaw, 2001) have also investigated the self-perceptions and self-esteem of
children with ADHD, whether directly and purposefully, or indirectly while studying
another phenomenon related to ADHD. The primary finding is that ADHD is so all
encompassing that it has a tendency to define the child with this diagnosis (Kendall et al.,
2003).
However, the nature of self-perceptions in children with ADHD is said to be a
controversial topic, as there have been some mixed results in the literature regarding
whether children with ADHD have negative self-perceptions (Hoza et al., 2004). While
some studies (Dumas & Pelletier, 1999; Treuting & Hinshaw, 2001) have provided
support for this view, other studies have shown no difference in the self-esteem of children
who have ADHD and children who do not have ADHD (Hoza et al., 2004). Researchers
(Hoza et al., 2004; Treuting & Hinshaw, 2001) have explained this inconsistency by
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hypothesizing that children with ADHD overestimate their self-perceptions in areas where
deficits exist as a self-protective measure (Hoza et al., 2004).

Quantitative research of the self-perceptions of children with ADHD. In order to
test the hypothesis that children who have been diagnosed with ADHD overestimate their
self-perceptions as a means to protect themselves, a group of researchers (Hoza et al.,
2004) investigated the self-perceptions of 487 children with ADHD and 287 children
without ADHD. All participants were between the ages of 7 and 10. The researchers
examined teacher, parent, and child-rated perceptions of the children’s competence using
Harter’s Self-Perception Profile for Children, a 36-item, domain-specific measure of six
dimensions of self-perceptions: social acceptance, scholastic competence, athletic
competence, behavioral conduct, physical appearance, and global self-worth. At the
conclusion of their study, they found evidence to support the notion that the selfperceptions of children with ADHD are characterized by positive illusions. While they
recognize that these positive illusions may serve a self-protective role for children with
ADHD, the researchers temper this view by also purporting that children who do not
admit the presence of a deficit will not be likely to be motivated to address the deficit
(Hoza et al., 2004).
Treuting and Hinshaw (2001) studied the self-esteem of 114 boys who had been
diagnosed with ADHD, 61 of which were divided into an aggressive subgroup and 53 of
which were divided into a nonaggressive subgroup. The self-esteem of these boys was
compared to the self-esteem of a control group of 87 boys. All participants were between
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7 and 12 years of age. The researchers defined self-esteem through the lens of the PiersHarris Children’s Self-Concept Scale, which is an 80-item yes or no checklist divided into
six subscales: behavioral, intellectual/academic, physical appearance, anxiety,
social/popularity, and happiness. In addition, the subscales can be calculated in order to
determine global self-esteem. This measure was administered to all participants (Treuting
& Hinshaw, 2001).
Treuting and Hinshaw (2001) found that the boys in the control group reported
higher global and behavioral self-esteem when compared to the nonaggressive ADHD
subgroup, and the nonaggressive ADHD subgroup reported higher global and behavioral
self-esteem than the aggressive ADHD subgroup. In addition, the aggressive boys with
ADHD reported lower social self-esteem and lower academic self-esteem than the
nonaggressive boys with ADHD. The researchers concluded that the differences in selfesteem between the nonaggressive boys with ADHD and the control group were generally
small, but that the differences in self-esteem between the nonaggressive boys with ADHD
and the aggressive boys with ADHD were moderate to large. These results contradicted
other findings that boys with ADHD typically have overly inflated self-esteem. Instead, the
researchers suggested that there is a pattern of self-esteem deficits that accompany a
diagnosis of ADHD (Treuting & Hinshaw, 2001).
In a similar study, Dumas and Pelletier (1999) examined the self-perceptions of 57
male and female children who had been diagnosed with ADHD and 59 male and female
children in a control group using Harter’s Self-Perception Profile for Children. All
participants were between 6 and 11 years of age. Children in both groups participated in
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an interview in which they answered Harter’s Self-Perception Profile for Children, while
their parents completed a questionnaire designed to gather sociodemographic data. The
researchers discovered that all aspects of self-perception were lower among the children
with ADHD when compared to those in the control group, with the exception of athletic
competence, which was found to be higher among children with ADHD. The researchers
suggested that clinicians working with children with ADHD could use this area to
positively reinforce children with ADHD. Furthermore, according to Dumas and Pelletier
(1999), results indicated that scholastic competence, behavioral conduct, and social
acceptance were particular problem areas for children with ADHD.

Qualitative research of the self-perceptions of children with ADHD. Taking a
different approach, both Clarke (1997) and Santoro (2003) explored the meaning of being
medicated for ADHD to the children being medicated using a qualitative research design.
These researchers found that children taking medication for ADHD perceived themselves
as different from their peers because of their need for medication (Clarke, 1997; Santoro,
2003). Taking this research a step further, another group of researchers (Kendall et al.,
2003) also used a qualitative approach and investigated the accounts of 39 children, both
male and female, with ADHD in order to learn more about their perceptions, experiences,
and meanings of living with ADHD. They discovered that the majority of the children
perceived themselves as “bad,” while some also perceived themselves as abnormal,
describing themselves as “weird,” “retarded,” and “whacko.” Another consistent theme
was that these children perceived themselves as often “getting into trouble.” The
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researchers concluded and summarized that the children in this study perceived themselves
as different from their peers (Kendall et al., 2003).

Coping Strategies
While it has been recognized that the ways in which children with ADHD cope
with this disorder is important to identify and understand (Hoza et al., 2004; Sik, 2000),
very little research has explored this area. Before examining this research, however, it is
essential to understand the meaning of coping, how coping skills normally develop in
children, and some theoretical foundations associated with this phenomenon.

Coping and positive psychology. According to Lazarus and Launier (1978),
coping is defined as “efforts, both action-oriented and intrapsychic, to manage (i.e. master,
tolerate, reduce, minimize) environmental and internal demands, and conflicts among
them, which tax or exceed a person’s resources” (Lazarus & Launier, 1978, pg. 311). This
definition of coping lends itself well to understanding the coping strategies of children with
ADHD because it is comprehensive and multifaceted and takes into consideration both
external and internal demands and the conflicts among them, which seems to be
appropriate for the ADHD child, as these children typically appear to have several
different stressors in their lives at one time.
Why is the study of how people cope and their strengths in the face of adversity
important compared to simply studying their stressors themselves? Positive psychology
emphasizes the value of examining strengths and coping mechanisms. It is the scientific
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study of positive experiences, positive character traits, positive emotions, and the
institutions that facilitate their development, and it aims to comprehend the entire human
experience with the goal of increasing happiness (Duckworth, Steen, & Seligman, 2005;
Seligman & Csikszentmihalyi, 2000; Seligman, Steen, Park, & Peterson, 2005).
It has also been said that positive psychology explores the conditions that play a
role in the optimal functioning of individuals, groups, and institutions (Gable & Haidt,
2005) and is concerned with well-being (Duckworth et al., 2005; Seligman, Linley,
Joseph, & Boniwell, 2003). As a strength-based approach, positive psychology and the
study of how children with ADHD cope with their disorder fit together well due to the
fact that research in this area is often centralized solely on these children’s deficits.

The development of coping skills in children with and without ADHD. According
to research (Skinner & Zimmer-Gembeck, 2007), there are many factors that play a role in
the development of coping skills in children. One such factor is temperament, which is
defined as an individual’s innate pattern of responding to stimulation from one’s
environment. It has been hypothesized that dimensions of a child’s temperament can be
linked to manners of coping. This is due to the fact that an individual’s temperament, even
as early as in infancy, has been shown to determine physiologically based differences in
propensity to stress and reactivity to stress. Consequently, children with a highly inhibited
temperament who react to novel stimuli with fearfulness, anxiety, and/or retreat will
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develop different coping styles than children who do not have highly inhibited
temperaments (Skinner & Zimmer-Gembeck, 2007).
In addition, temperament also determines the ease with which infants can adapt
their reactions to stress, including the level of their motor, affective, and attentional
responses. Therefore, infants who are better able to regulate their dispositions are also
better able to manage their attention and behavior when faced with stressful stimuli, such
as disengaging attention from stimuli that are found to be distressing in order to return
arousal to a more manageable level (Skinner & Zimmer-Gembeck, 2007). Because
children with ADHD tend to have difficulties regulating their attentional responses, this
may impact the development of their coping skills.
Another dimension of temperament that is particularly relevant to children with
ADHD is impulsivity. It is purported that children with an impulsive temperament may
impact the reactions of others around them, thus making them more likely to be targeted
by social stress, such as rejection or criticism (Skinner & Zimmer-Gembeck, 2007).
Because children with ADHD are typically impulsive, it is probable that this impulsivity
will affect the development of their coping skills because of the ways in which others react
to them.
It has been found that temperament influences coping processes throughout early
childhood, creating differences in children in the areas of stress reactivity, threat appraisal,
environmental sensitivity, initial emotional reactions, ease of modifying coping strategies
when demands change, and preferred ways of coping (Skinner & Zimmer-Gembeck,
2007).
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Another component that has been found to contribute to the development of
coping skills in children is a child’s social relationships and their contexts. In this sense, a
child’s social support, parenting, attachments, peer relationships, parent-child
relationships, teaching, and family interactions all have an influence on his or her coping
skills development. It has been found that the social relationship that has the largest impact
on a child’s development of coping style is his or her relationship with his or her parents.
For instance, parents largely determine the stressors to which a child is exposed, and their
problems sometimes become stressors for the child as well. In addition, parents participate
in the child’s development of coping skills through their own actions and emotions, and
they may or may not help the child learn from the child’s negative experiences. Parents
also socialize coping styles through modeling, coaching, and teaching (Skinner & ZimmerGembeck, 2007).
In terms of children with ADHD, many studies (Edwards, Barkley, Laneri,
Fletcher, & Metevia, 2001; Fletcher, Fischer, Barkley, & Smallish, 1996; McGoey et al.,
2002; Wells et al., 2000) have found that the behavior that characterizes ADHD tends to
put children who have been diagnosed with ADHD at a greater risk for conflict with
others when compared to children without ADHD. Considering that this conflict may be
with peers, teachers, or parents, and the importance of social relationships to the
development of coping skills, it would not be surprising if children with ADHD develop
coping skills differently than children who do not have ADHD.
A third set of factors that influence the development of coping skills in children are
other developmental changes that children experience throughout childhood, such as shifts
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in memory, perception, cognition, physiology, language, self-perception, motivation,
emotion, social relationships, and social comparison. For example, physiological changes
in early childhood that allow for mobility create the possibility for a wider range of coping
strategies through physical interactions with the environment, like proximity seeking,
withdrawal, and reaching. Furthermore, cognitive developments over the course of
childhood open the door for enhanced problem-solving abilities, perspective taking, and
internalization of behavioral standards, all of which can create improved coping skills
(Skinner & Zimmer-Gembeck, 2007). Since the attributes of ADHD are likely to impact
the development of many of these areas during a child’s development, it should again be
considered that a child with ADHD might have a different development of coping skills
than a child who does not have ADHD.
Quantitative research of the coping skills found in children with ADHD. While
very few researchers have investigated how children who have been diagnosed with
ADHD cope with their diagnosis, one group of researchers (Hoza et al., 2004) assert that
the positive illusions that characterize the self-perceptions of children with ADHD serve as
a coping mechanism, as they protect the children from areas in their lives in which they
have deficits. However, this hypothesis is met with dissension among researchers, as there
are mixed viewpoints regarding whether this is a maladaptive coping skill (Treuting &
Hinshaw, 2001). Some researchers believe that it enables children to deny the existence of
a problem (Hoza et al., 2004).
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Qualitative research on the coping skills found in children with ADHD. In a
qualitative study of six children in grades 6 and 7 who had been diagnosed with ADHD,
Sik (2000) explored what had helped these children to overcome issues associated with
their ADHD. She discovered that half of these children coped with their ADHD by using
self-talk and writing notes, while some of the other children coped by trying to ignore
everyone else, praying, walking away from fights, thinking before acting, and relying on
their parents for support. The majority of the children were found to use a variety of
coping skills to help them with their ADHD (Sik, 2000).
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Chapter 2
Method
Participants
The participants in this study were six children between the ages of 8 and 12 who
had been diagnosed with ADHD as a primary diagnosis, using the criteria set in the DSM-
IV--TR, within the last year by a psychiatrist, psychologist, or a primary care physician.
The researcher chose to explore this age group in particular because the majority of the
research that has been conducted in the areas of both self-perceptions (Dumas & Pelletier,
1999; Hoza, et al., 2004; Kendall et al., 2003; Santoro, 2003; Treuting & Hinshaw, 2001)
and coping skills (Treuting & Hinshaw, 2001; Sik, 2000) of children who have been
diagnosed with ADHD have been conducted with children in this age range. All children
were receiving outpatient therapy for at least 1 hour a week for at least 6 months at the
time of the study. Children who had a comorbid diagnosis of depression, posttraumatic
stress disorder, bipolar disorder, or mental retardation were not included in the research
due to the possible confounds associated with these diagnoses.
Participants were recruited through flyers that were posted throughout two
different outpatient mental health facilities, one in the Philadelphia, Pennsylvania area, and
one in the suburbs of Philadelphia. Those participants who met the aforementioned criteria
to be included in the study were also recruited through verbal invitation by their outpatient
therapist at the facility. A list of eligible participants was then compiled. Participants were
recruited until saturation was reached. Saturation refers to the point at which no new
information is rendered throughout the interview process, within the limits of available
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time and money (Strauss & Corbin, 1998). In other words, further data collection
becomes counterproductive because the information being discovered does not add that
much more to what has already been found. This researcher primarily terminated
participant recruitment due to the time constraints of the study. Those that were included
in the study were given a $10.00 gift card to Barnes and Noble for their participation at
the completion of the study.

Overview of Research Design
A qualitative research design was used in this study, based on Glaser and Strauss’
grounded theory model (Creswell, 1998). Qualitative research is purported to have a more
empowering basis than quantitative research (Gergen & Gergen, 2000), as the qualitative
researcher aims to discover the experiences of the target audience through the power of
words. The visual and verbal data collected and observed by the researcher intensifies the
value of the individual’s experiences (Morrow & Smith, 2000). Consequently, qualitative
research may be most successful at discovering the perceptions and coping skills of
children who have been diagnosed with ADHD when compared to designs that analyze
larger numbers of children with ADHD, since in the latter, the children’s voices and
experiences are more likely to be lost.
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Procedures
After being selected to participate in the study, and with parental permission, the
child’s and parent’s or parents’ name and telephone number was provided to the
researcher. The researcher then contacted each parent by telephone, briefly explained the
purpose of the study, inclusion criteria, limits of the study, and incentives in a standardized
format, and preliminary oral permission was obtained from the parent or parents of the
children, with the understanding that written consent would also need to be obtained prior
to participation in the study. Then, a time for the interview was agreed upon. Interviews
took place at the facility where the children received outpatient therapy or at another
mutually agreed upon location.

Informed consent and assent. On the day of the interview, the parent or parents of
the child to participate in the study were provided with an informed consent form. Each
child was provided with an assent form that he or she was asked to sign, as well. The
informed consent and assent forms explained the purposes of the study and the time
investment expected for participation. The forms also included a statement that the child
and/or parent or parents could refuse participation in the study, stating that the refusal
would have no effect on their therapeutic services. In addition, it was noted that the child
would reserve the right to stop the interview at any time, or could refuse to answer any
question asked throughout the interview. Finally, the forms included a confidentiality
statement describing in what situations the researcher must share confidential information,
inclusion criteria, limits of the study, and incentives. Once the parent or parents signed the
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informed consent form and the child signed the assent form, these forms were placed into
a folder, separate from all other data collected during the study, as a means to protect the
child’s confidentiality and anonymity.
All children and their parent(s) were informed that the parent(s) would not be
present during the interview process, and while there would be a debriefing following the
interview and parents could talk about the interview with their child after the interview
was completed, the researcher would not provide any specific feedback to children or
parents. Furthermore, all children and their parents were informed that the interviews were
audiotaped and transcribed in order to analyze the data and outcomes of the study;
however, audiotapes would not be available to the participants or their parents at the
conclusion of the interview. Information regarding the use and destroying of the tapes was
also provided to the children and their parents. The children and their parents were
notified that their anonymity would be ensured throughout the study by allowing each
child to select a pseudonym at the beginning of the interview, so that no child’s name
would be revealed during the investigation process.

Pseudonym selection and demographic questionnaire. Before the beginning of the
interview, parents were requested to complete a demographic questionnaire, while the
interview was in progress. Parents and children were informed that each child would be
asked to select a pseudonym privately before the interview started. Parents then left the
interview room to complete the questionnaire. Once parents were notified that the
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interview had concluded, they rejoined their child and the pseudonym that the child had
selected was written on his or her questionnaire during debriefing.

Measures. The first instrument in this study was a demographic questionnaire,
which included questions concerning demographic information, such as age, month and
year of birth, ethnicity, and grade level in school. The questionnaire also incorporated
questions specific to the treatment that the child had received for his or her ADHD, such
as current diagnosis, how old the child was when he or she was first diagnosed with
ADHD, how old the child was when he or she first entered therapy for ADHD, how long
the child had been participating in outpatient therapy at the research site, what types of
therapy the child had engaged in, and whether or not the child was taking medication, and
if so, what kind (Appendix C).
During the interview, the researcher utilized an interview process that was
systematic and standardized in nature, using an interview script in order to reduce
confounding variables as much as possible. The script was read at the beginning of each
interview to thank the child for his or her participation, describe the purpose of the study,
and remind the child that the researcher would be taping the interview. In the script, the
researcher also informed the child that there were no right or wrong answers to the
interview questions, that he or she could refuse to answer any questions, and to ask the
child if he or she had any questions before the interview began (Appendix A).
After reading the interview script, the researcher asked the child open-ended
questions designed to elicit perceptions about him or her self, others, and his or her world,
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as well as the child’s thoughts and ideas about coping strategies that he or she utilizes.
Children were asked what they thought of themselves, what they thought of their friends,
and to describe themselves at school, at home, and when they are with their friends. The
interview also included questions about what it is like for children with ADHD at school,
at home, and with their friends, when was a time that was difficult or challenging with
ADHD at school, at home, and with their friends, and how did they handle that difficult or
challenging time. In addition, children were asked to talk about what ADHD is and their
experience with ADHD (Appendix B). When deemed necessary, the researcher probed for
clarification by asking “Tell me more about…” or “What do you mean by…?” Throughout
the interview, the researcher was careful not to lead the participant to answer in any
particular way, in order to reduce any possible interviewer bias.

Process notes. The researcher completed process notes about each child and their
interview during each interview and maintained these notes as a journal of her analysis and
reflective information about each participant. Process notes are typically used in
qualitative research as additional data about the participant and the interview. They also
aid the researcher in reducing his or her bias about the research by providing a venue to
sort out his or her thoughts and feelings about the study (Creswell, 2007). The process
notes included the researcher’s impressions of each participant and each interview, such as
how the participant presented himself or herself, the ease in building rapport with the
participant, and the ease of the interview for the researcher.
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Debriefing. At the conclusion of the interview, all children and their parents were
debriefed. At this time, the demographic questionnaire that was given to parents at the
onset of the interview was reviewed for accuracy and the pseudonyms that children had
selected were written on their questionnaires. Then, the researcher discussed with children
and their parents any thoughts, feelings, and questions that they had about the study. Upon
their departure, participants were given a $10.00 gift card to Barnes and Noble.
Transcription. The researcher transcribed all interviews verbatim, with all
identifying information omitted from the transcribed texts. The researcher also attached
the process notes that were taken during each interview to the transcribed data for each
child. Each interview was read several times and closely examined to identify similarities,
differences, and possible themes among the data. Information from each interview was
extracted and categorized, with grounded theory being used to analyze and assess the
data. Core concepts and ideas were gathered from the extracted portions and then
integrated in order to tell the collective story of the children.
Validation committee. Once the researcher had analyzed the transcribed interviews
for possible themes, she employed a validation committee of four members. The purpose
of the validation committee was to ensure the accuracy of the data analysis and to reduce
bias. The validation committee consisted of the researcher, an individual from the
researcher’s research committee, and two other individuals who were at least at the
doctoral dissertation research level in psychology. All individuals had some experience
with the type of population being studied. Prior to meeting, each member of the validation
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committee was given three transcribed interviews to review for similarities, differences,
and possible themes. The researcher also asked these individuals to sign a confidentiality
agreement. The children’s pseudonyms were used at all times and throughout the
transcripts provided to members of the validation committee. Once the members of the
committee reviewed the interviews, a meeting was scheduled to discuss the interviews and
their findings. The meeting was tape recorded to aid in the data analysis process.
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Chapter 3
Results
Data Analysis
This study’s data analysis procedures were based on Glaser and Strauss’ grounded
theory, which is based on data rather than a preconceived notion of the outcome. This
type of research design is implemented to generate theory based on the data gathered from
participant interviews. The nature of this research approach is one of exploration, and
therefore was not intended to test a hypothesis.
By utilizing this form of qualitative analysis, the researcher was obligated to collect
data in an organized manner and analyze it throughout the entire investigation. A
grounded theory approach uses an inductive process whereby the data that has been
collected is examined and coded by the researcher in an attempt to extract core pieces of
meaning from the words of the participants (Creswell, 2007).
In this study, the transcribed data was divided into data units, each of which was
coded and categorized. Then, categories were developed across interviews as themes and
patterns of meaning were distilled. The researcher reviewed the transcribed data until no
new categories were encountered, a method known as the constant comparative approach
(Creswell, 2007). In other words, the researcher constantly made comparisons between
units of information from participant interviews, searching for similarities and differences
between them in order to determine possible categories, until no new categories were
found. This is known as saturation. Once saturation occurred, conclusions were drawn
from the extracted information. This final stage is known as theorizing, whereby the
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researcher was able to devise ideas, as well as formulate them into a reasonable,
organized, clear presentation.

Discussion of Findings
Since two distinct types of data were gleaned from this study, the findings are
reviewed in two different sections: demographic findings and descriptive findings. The first
section describes the demographic information related to the children who participated in
this study. The second section provides a detailed cross-case analysis of the similarities
and differences within the responses of the children in reference to their perceptions of
themselves, others, their worlds, and their coping skills. In addition, this section includes
children’s responses to the questions asked throughout the semistructured interviews. The
children’s chosen pseudonyms are used to protect their anonymity.

Demographic Findings
As seen in Table 1, the children’s ages ranged from 8 to 12 years. Three of the
participants were male and three were female. In addition, three of the children were
African-American and three were Caucasian. The participants’ grade levels in school
ranged from fourth through seventh grades.
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Table 1
Demographic Data
Name

Gender

Age

Ethnicity

Grade

Alisha

Female

11

African-American

5

Aqua

Female

10

Caucasian

5

Ashley

Female

8

African-American

4

Changyo

Male

12

Caucasian

7

Larry

Male

12

Caucasian

6

Malik

Male

10

African-American

4

Participant treatment history is summarized in Table 2. The sample was composed
of six children who had ADHD as a primary diagnosis. Three of the six children also
carried a diagnosis of ODD, and one of those three also had been diagnosed with learning
disabilities in reading and math. Two of the children were receiving special education
services, both in the form of learning support. One of these two children was also
receiving emotional support. A third child was noted to be receiving wraparound services
in school, and a fourth child was attempting to obtain special education services.
All of the children had been participating in outpatient therapy for at least 6
months, with the length of treatment at the research site ranging from 7 months to 3 years.
Each child had reportedly participated in at least 20 sessions. All of the children had
participated in individual therapy and three had also participated in family therapy. None
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of the children had engaged in group therapy. The majority of the children, five out of six,
were currently taking medication as part of their treatment for ADHD. Three of the
children had family members who had also been diagnosed with ADHD.
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Table 2
Treatment History
Name

Diagnosis

Age First

Age First

Length of

Number

Currently

Diagnosed

Entered

Time in

of

Taking

With

Therapy

Treatment

Individual

Medication?

at Research

Therapy

Site

Sessions

ADHD

Alisha

ADHD

8

8

1 year

40

Yes

Aqua

ADHD,

5 or 6

5

3 years

over 150

Yes

4½

6

2 years

over 60

Yes

ODD
Ashley

ADHD,
ODD,
Learning
Disabilities
in Reading
and Math

Changyo

ADHD

6

9

2 years

75

Yes

Larry

ADHD,

4

8 or 9

1 year

over 50

Yes

10

10

7 months

over 20

No

ODD
Malik

ADHD
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When parents were asked what their children were working on in treatment for
ADHD, responses typically surrounded either following through with and completing
tasks or relational issues. For example, one parent’s response was, “listening to mother’s
requests, picking up toys, not doing six activities at once.” Similarly, another parent’s
reply was, “personal responsibility, household responsibly, behavior modification.” A third
parent answered, “controlling anger, finishing homework, completing chores.” Finally, an
additional parent noted, “routine, opposition, relationships.”

Descriptive Findings
General self-perceptions. All of the children who were interviewed used at least
one word or phrase indicating a positive self-perception. For example, Alisha used the
word good. Changyo said, “I’m kind. I’m nice.” Aqua noted, “I like to be very organized.”
According to Malik, “I’m a nice person….” Ashley described herself as, “Nice. Helpful.”
Finally, Larry stated, “I am helpful, sometimes.” However, two of the children also used
phrases representative of a poorer self-perception.
When asked to tell the interviewer about themselves, all of the children discussed
the activities in which they were involved as if they appeared to define themselves through
the activities. Aqua said, “I do Girl Scouts, karate, softball. I like basketball. I like to be
involved with a lot of stuff. And I like to shop. And I like school.” Similarly, Malik stated,
“I’m 10 years old and I like basketball, football, soccer, running, and that’s it.” In addition,
Larry noted, “I like to play sports. I like to learn things.” Changyo discussed, “Well, I like
video games. I like to read. I love animals. I like to, I’m kind of a biker, bicycles. I’m kind
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of a swimmer. I’m a runner. I’m going to try out for track this year at school. I like just to
hang out with my friends and that type of stuff.”

Perceptions of friends. The majority of the children described relationships with
their friends that were sometimes positive and sometimes adversarial. For example, Malik
reported, “Good. Like, because we are always playing around. And it’s not always good,
but we like to joke around.” Larry said, “I get along with them pretty good… sometimes
we argue and stuff like that.” Changyo noted, “Well I get along good with them…well I
can’t pull a joke on them. It really gets them angry.” Ashley spoke of her friends,
“Sometimes we get into fights and then we get back together and we’re best friends.”
The remainder of the children appeared to have only positive perceptions of their
friends. According to Alisha, “I think my friends are there for me all the time and they’re
very nice and they care about me and they’ll do anything for me and will always be there
and they are kinda like me.” Aqua stated of her friend, “I just like her personality cause
she’s very, like, funny, and like, she does a lot of things with me.”

Defining ADHD. When asked to define ADHD, half of the children in this study
referenced being hyper or hyperactivity. Aqua said, “I know it means I’m, I don’t know
what the AD means but I know what the HD means. It’s, I think hyper disorder or
something.” Larry noted, “Something about hyperactive…like you get very hyperactive.”
Half of the children also talked about medication as being linked to ADHD. For instance,
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Larry stated, “It’s something that I take medicine for. Or, or sometimes I don’t have to.”
Changyo said, “I can control it mainly with my medicine.”
When asked what ADHD is, Alisha spoke about both the hyperactive and
inattentive components, as she discussed, “I think it has to do something about not
focusing and having trouble with words? I think there is a medical word, dyslexia? And I
just think the person with ADHD can be hyper and not paying attention.” According to
Malik, “Like, you having a hard time about thinking and stuff, like about thinking to your
self.” One of the children, Ashley, was not sure of how to define ADHD and responded, “I
don’t really know what it is.” Changyo used a broad definition, stating, “To me, it’s kind
of like my way of like, knowing, or like being with people a bit.”

ADHD experience. The children were asked during the interview to talk about
their experience with ADHD. While it is clear through the reports of these children that
ADHD has caused them to experience several different difficulties, many of the children
were able to reference a positive component when discussing their experiences. For
instance, Aqua reported:
Um, I had to take, from when I was like, um, like, 5 years old, I’ve been taking
medicine. Lots of different medicines and they diagnosed me with tons and tons of
medicines. Um, because I’m, I have ADHD, ODD, ADD, OCD, um, and like, like,
um, before I would just, everything was funny and I didn’t care about anything and
I would just run around all the time and now I’m more focused.

ADHD, Perceptions, and Coping 67
Ashley noted in her experience, “It’s sometimes hard and sometimes it is not hard.”
Changyo said:
Well, before, in elementary school, I really couldn’t control it a bit. And,
everybody just thought I was weird. But now, in middle school, there are new
people, so they don’t know that part of me. And that’s what I like. And now I can
control it more. And not let it show too much.
Finally, Alisha stated:
It makes school a lot harder for me and reading and listening. Sometimes
when I have other things on my mind, it just totally blocks me out of everything
else my mom’s teaching and it just makes it hard for me to understand. And
sometimes when I read stuff myself, I can understand better because my mind’s
focusing on that – at least trying to.

When ADHD was hard. When asked to talk about a time that ADHD was hard for
them, the children either described instances in which they were having trouble with
hyperactive symptoms or inattentive symptoms, with the majority of the children
interviewed referencing occasions involving hyperactive symptoms. As Changyo
responded, “Fifth grade. That was really hard cause I was really hyper. Then everybody,
like, made fun of me. I didn’t like it. But I didn’t tell them because it’s my personal life. I
don’t think they need to know about it.” Aqua explained, “Um, like when I get really
really excited and I can’t stop moving and, like I try really hard. But, like the other day,
my Mom told me to get off the bed, and I’m like, ‘No’ and I started laughing and stuff.
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And she kept telling me and I kept laughing.” According to Larry, “When I didn’t take my
medicine…I got sent home from school and I was talking in school a lot. And I get phone
calls…And then my Mom comes back from home and gets me.” Malik stated, “Like, I
know I move around a lot cause I don’t like to be staying still and that’s it.”
In terms of inattentive symptoms, other participants referenced that their ADHD
was hard for them when they have trouble focusing. For instance, Alisha said:
When I have PSA tests. That’s, yeah, it’s hard to concentrate when you are
thinking about other people, when your friends, you know, are talking and stuff,
and not paying attention and you join in, and just not paying attention in that
situation.
Similarly, Ashley noted, “When I’m in school, sometimes I don’t really pay attention and it
is really hard for me sometimes.”

Self-perception at school. The majority of the children described themselves at
school in a positive light. For example, Aqua said, “I’m very quiet at school. I’m an A,
straight A student. I’ll be in the honors class next year.” According to Malik, “I’m good.
My behavior’s good. I got a A. Um, for Monday, I got the same thing, a A. For Tuesday,
I got a B.” Ashley described herself as both nice and helpful. Changyo stated, “Well, I get,
well, I can control it now, so that makes me much happier. And I have a lot of new friends
and they’re just really cool too. And it’s just good to know that feeling again.” And Larry
noted, “I like doing my work a lot.”
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In contrast, some of the children also described themselves at school through the
difficulties that they have. Larry said, “I walk out of class when I break something or kick
the desks around.” In addition, Alisha explained:
I scream a lot and I sound really stupid. The things I do and the things I get mixed
up with other things…When I don’t understand something, I yell. And sometimes
it helps get my frustrations out. Especially in math, I scream a lot. I scream so
much at the sciences, it’s kinda hard for me, all this stuff in your body, and
everything, and I just scream when I cannot understand something and get really
frustrated.

Challenges at school. When asked to talk about a time that was difficult or
challenging at school, the children in this study discussed a variety of different challenges,
such as getting up for school, being bullied or made fun of by classmates, getting into
trouble with a teacher, and managing certain types of tests and school lessons. Changyo
discussed, “Fifth grade, because everybody was picking on me and I just couldn’t
concentrate on my school work. I got a lot of Cs, a couple of Ds back then, a few Fs even.
And it was just really bad.” Likewise, Larry said, “When I didn’t take my medicine. Cause
they’re always bothering me, picking on me, bullying me around…I start to get mad.”
Alisha noted that one of her biggest challenges is some of her schoolwork. She
explained:
When I went through multiplying fractions and literature sometimes with poems,
like alliteration and all that stuff, that was hard and difficult. And, especially in
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history when we learned about the Civil War and all the wars and everything like
that and just trying to remember everything. I guess sometimes it feels like having
ADHD it just makes it really hard. It makes stuff really hard to remember. It’s
hard.
Similarly, Ashley mentioned, “When I had a math test. And a spelling test” as a time that
was difficult for her.
Malik relayed he had trouble getting up for school. He reported:
Nothing difficult or challenging, except for me getting up in the morning, me not
wanting to get up just to go to school. But I have to wake up at 7 o’clock and be
at school by 8:15. And then we’ll line up at 8:30… Cause, like, everytime when I
go back to sleep, my Mom will be yelling to say ‘get up.’ My mom will be yelling
‘get up.’ And then I’ll get up, then be mad, put on my clothes, my school clothes,
and I’ll leave out at 8:10.

Coping at school. The children in this study described many different ways in
which they coped with the challenges that they discussed having in school. Despite the
differences among the actual coping skills, it became apparent throughout the interviews
that the majority of the coping skills shared a common thread. Most of the children
described coping skills that were spontaneously executed, situation specific, and could not
necessarily be applied to future problems. In addition, they were not necessarily effective
in helping the child to cope with the challenge.
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For example, Malik was unable to identify how he coped with having trouble
getting up for school, except for saying “mad” when asked how he handles that situation.
When asked how he managed his experience in fifth grade, Changyo responded, “When
I’d get home I like cried.” In terms of Larry being bullied, he noted, “I told somebody and
they didn’t do nothing.”
Children in this study who identified having trouble with schoolwork and tests did
appear to be able to identify what seemed like effective coping strategies to manage this.
Alisha stated, “How I handle it sometimes is I just put on music and sometimes I just try
to like look over stuff and try to put my mind on that and sometimes reading it out loud
helps me handle something. And doing stuff with my mom helps.” Ashley said, “I just tried
my best on the spelling test. I tried my best to figure out how to spell a word. And on the
math test, I tried to do my best and figure out all the rest.”

Self-perception at home. While half of the children in this study described
themselves at home as comfortable and better able to manage their ADHD when
compared to other settings, the other half described themselves in terms of hyperactive or
angry behaviors. For instance, Changyo said:
There, I kind of let my energy out a little bit, but it’s not that much…just like a
normal day without ADHD. Like that…It’s just like normal day life. Like you get
up, get dressed, make bed, feed pets, um, get ready for school, go to school, learn,
hang out with friends, watch some TV, play video games or whatever. And then
eat dinner, do homework, and then, like, go to bed.
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Likewise, Alisha relayed her experience:
It’s kinda like just being with your family and how you act around your family. I
feel that I am more laid back at home and trying to, you know, be yourself instead
of going like to real school and having to get all dressed in the morning and
picking out what to wear. I think I’m more calm.
And according to Malik, “I’m really good.” In comparison, Larry stated, “I yell a lot.
Pretty much it. I yell…I can’t control myself that easy. It’s hard to control myself…If
somebody bothers me, I just flip out.” Aqua said:
I’m very hyperactive. And, um, like, I might be oppositional. And, um,
everything’s funny to me. And, like, sometimes I’m mean to my sisters…Like I
pull their hair. And, I like push them down the stairs. And laugh at them when they
are crying…Like, I’m bouncing off the walls. Like, I’m into everything.
Finally, Ashley noted, “I’m okay actually. I, uh, well, I’m actually hyper sometimes.”

Challenges at home. The majority of the children reported that challenges
occurred at home when interacting with siblings or when parents made requests of them.
Changyo related, “Probably when my sister gets on my nerves cause then it just really bugs
me. And that’s when it [ADHD] kinda takes over.” Similarly, Larry said, “When my sister
kept bothering me. Pushing me around. Kept calling me a retard.” In terms of parental
requests, Aqua discussed, “Like the other day, my Mom told me to get off the bed, and
I’m like, ‘No’ and I started laughing and stuff. And she kept telling me and I kept
laughing. And I didn’t mean to.” Ashley noted, “When I have to clean my room.

ADHD, Perceptions, and Coping 73
Sometimes when I have to clean the dishes.” Alisha explained:
Sometimes when my mom tells me to go do something and I don’t want to go do
it, I’ll be really frustrated and angry and mad and upset. And, sometimes I try to
get out of it by saying that I’ll do it later. But sometimes that doesn’t work, so I
have to, you know.

Coping at home. Much like the coping skills that they identified when faced with
challenges in school, the children also described an assortment of different coping skills
that they use at home. Again, these coping mechanisms had the tendency to be specific to
the situation and very concrete. Because these methods of coping were being utilized at
home, parents were often found to be involved in the coping skill. For example, both
Changyo and Larry cited that they looked to their mothers for support as a coping
mechanism when caught in conflict with their sisters. When asked to get off the bed, Aqua
handled this by cooperating, stating, “She told me I had to write about obeying her. So I
did.” When she was asked to clean her room, Ashley said, “I picked up all my toys and put
them in my toy box. I put them on my shelf. And put them in a box that has a label on it
and I put the box with the label on it in a drawer.”

Self-perception with friends. The majority of the children interviewed perceived
themselves as having a sense of humor and joking around a great deal when they are with
their friends. For instance, Aqua relayed, “I’m like the comedian… Like, like they are
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always laughing at me and I’m always funny.” Larry said, “I say stuff funny.” Malik noted,
“We like to joke around.” Likewise, Changyo reported, “We joke around, we hang out,
we talk during lunch. It’s like we just do what we can. We still have fun while we still can.
It’s like everybody’s really funny. They’re, they’re great. It’s just a lot of fun to be around
them.” Finally, Alisha stated, “I try to make some jokes out of things and to be funny just
to kind of fool around.”
Some of the children indicated that they also have a difficult time controlling
themselves when they are with their friends. Aqua said, “I don’t know how to control
myself sometimes.” And Larry explained, “I can’t control myself when I do bad stuff…I
curse a lot.”

Challenges with friends. The children in this study referenced fights, arguments,
misunderstandings, or not feeling accepted as times that were most challenging for them
with friends. Malik said, “When we always getting into an argument about dumb stuff.”
Larry discussed:
When a couple of them beat me up. But we were playing. But I was getting real
mad. And when they, when they kept taking my hat. And then they got it all dirty.
It was a white hat. I didn’t want that hat anyway. So I took it home and washed it.
Aqua reported, “When me and my best best best friend were growing apart. It was hard
for me for, like, to control my anger.” Alisha stated:
Sometimes it is difficult and challenging when your friends don’t understand why
you are the way you are. Sometimes you block out your mind and stuff and just
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not being the same and sometimes that is just challenging for me. Just being
different.
Finally, Changyo explained, “Probably in fifth grade cause that’s when, um, my friends
understood but a lot of people didn’t and my anger showed when I was with them and it
just wasn’t good and I had a bad time that year.”

Coping with friends. Although the children were often able to identify ways in
which they were able to overcome their challenges, they again had trouble describing
coping strategies that could be applied to future situations. They seemed to lack insight
into the mechanisms that led to their problems being solved. This insight would have been
helpful to them in coping with future challenges. For example, in terms of arguments with
his friends, Malik reported, “Just like, I’m always the one, like, breaking it up. But if I’m
not there, and they get into an argument, like I’ll just break them up too.” When peers
were fighting with him, Larry said, “I just yelled, ‘Get off of me!’” When faced with losing
her best friend, Aqua noted, “We got friends again.” When he felt misunderstood by
others, Changyo said, “I just couldn’t take it anymore. I had to do something about it. But
I felt like I couldn’t at all.”
In contrast to other responses, when Alisha felt that her friends did not understand
her, “I try to tell them what I have and what I do for me having ADHD and me trying to
explain to them what it is like to have it and just communicating to them.”
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Chapter 4
Discussion
The purpose of this exploration was to delve into the lives of children who have
been diagnosed with ADHD in an attempt to understand how they perceive themselves
and others more fully. It was also hoped that this study would increase the understanding
of what types of coping skills these children utilize. The results of this investigation show
that the children who participated in this study had similar views of self, views of others,
and views of the world. Furthermore, it was determined that these views led to a common
model of coping, which was sometimes ineffective. The different views that emerged from
the children’s interviews, as well as the children’s coping style, will be further explored in
the subsequent sections.

View of Self
In terms of how they view themselves, the children who were interviewed
discussed seeing themselves as different when compared to other children, and they often
seemed to have contradictory and inconsistent opinions of themselves. In addition, the
children talked about being in control versus out of control pertaining to the symptoms
associated with their ADHD. While most of the children seemed to view themselves
through the lens of their diagnosis, some specifically distinguished themselves from
ADHD. Finally, they referred to the use of humor as a means to gain approval.
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Being different. Several of the children who participated in this study appeared to
view themselves as different from other children and family members due to their ADHD.
For example, Alisha explained, “I’m not the same as other kids. Like some of my friends
are, like, normal. And then I come along and I’m just different. And I act different, and I
say different things and I do different things and I’m just not like everybody else.” She
went on to say, “Sometimes having ADHD makes you not very neat or anything and my
clothes are not very neat.” According to Changyo, “Well before, in elementary school, I
really couldn’t control it a bit. And, everybody just thought I was weird.” This finding
correlates with earlier research (Kendall et al., 2003) that found that children who have
been diagnosed with ADHD feel as though they are different from others.
Inconsistent opinions. Many of the children were noted to have conflicting views
of themselves. For instance, in Changyo’s words:
I’m kind. I’m nice. Sometimes, when I’m in a bad mood, I can be obnoxious and
kind of annoying and mean and you just don’t want to see me like that. It’s just,
like, kind of like the Hulk, but not turning into a monster really. Cause it’s like
kind of upset. It’s just annoying.
He continued, “I can control it now, so that makes me much happier.” In another example,
Malik stated, “I’m a nice person and I’m a goofy person too and that’s it.” But later he
noted:
I have anger management problems. And everything that I don’t want to do or I
don’t like I get mad at and not do it. But some things, like, if I’m trying to take
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something apart, but it’s not coming apart, I’ll just get mad at it and I’ll throw it
somewhere.
In the literature, there have been mixed results regarding whether children who
have been diagnosed with ADHD have negative views of themselves (Hoza et al., 2004).
Because the children in this study had contradictory and opposing opinions of themselves
as well, this supports the previous inconsistencies in prior research.

In control versus out of control. In addition, the children often had a tendency to
consider their ability to control themselves as a means to measure their ability to manage
their own ADHD. For instance, Aqua noted, “I don’t know how to control myself
sometimes.” Similarly, Larry commented, “I can’t control myself that easy.” According to
Changyo, “I can control what I do now, like what I say now really. It’s like I can
control it now, it can’t control me.”

Viewing self as ADHD versus viewing ADHD as a diagnosis. The majority of the
children appeared to view themselves through the lens of their diagnosis of ADHD. This
finding correlates with previous research that suggests that ADHD has a tendency to
define who the child who has been diagnosed with it is (Kendall et al., 2003).
However, some of the children seemed to attempt to differentiate themselves from their
diagnosis in some way. For example, Aqua made a distinction between herself when she
does not take her ADHD medication and herself when she takes her medication, stating
that, “I’m not myself” when she does not take her medication. Furthermore, Changyo

ADHD, Perceptions, and Coping 79
noted, “It’s just now, it’s kind of my friend a bit. But I still want to get rid of it
completely. So I have to work on it a bit.”

Use of humor. Most of the children in this study were observed to view themselves
as what could be described as “the class clown.” According to Alisha, “I make jokes out
of things that are kinda weird.” Likewise, Larry said, “I say stuff funny…” Malik called
himself a “goofy person” because, “I like to joke around a lot. And I laugh a lot.”
Likewise, Aqua mentioned, “I get really funny. Like I start laughing and stuff…I’m like
the comedian. Like, like they are always laughing at me and I’m always funny.” Finally,
Changyo stated, “I’m also pretty funny too, a bit.” Consequently, sense of humor as a
component of self was a common thread throughout the majority of the interviews in this
study.

View of Others
When discussing others, such as friends, family, and peers, the children who
participated in this investigation seemed to be experiencing a conflict between desiring
interactions with and acceptance from others, but seeing others as threatening, victimizing,
and antagonistic at the same time. The children discussed that this contrast caused them to
experience stress. They also seemed to look to their parents as rescuers during times of
stress. These findings are not surprising in light of previous research that has found that
children with ADHD have more conflict with others when compared to children without
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ADHD (Edwards, Barkley, Laneri, Fletcher, & Metevia, 2001; Fletcher, Fischer, Barkley,
& Smallish, 1996; McGoey et al., 2002; Wells et al., 2000).

Friends as positive versus negative. In terms of friends, generally most of the
children viewed these individuals as a combination of both positive and negative. For
example, when asked what he thought of his friends, Malik said, “I think of them as, yeah,
my brothers, but we like to fight a lot.” Larry stated, “Sometimes we can be good friends,
sometimes we can be bad friends.” According to Ashley, “Some are nice, and sometimes
they’re mean.” Similarly, Changyo initially responded, “They’re great,” and then added,
“sometimes, they, when they’re in a bad mood, it’s kind of like me, but not as bad. And
um, it’s just, kind of like, one of them, some of them, can get angry at things that I do and
stuff sometimes.”

Need for acceptance. Because several of the children viewed themselves as
different from others, it was very important to them to feel understood by friends and
peers. Several of them voiced concerns about fitting in with friends and peers and wanting
to be accepted by others. Changyo discussed his experience:
Well, before, in elementary school, I really couldn’t control it a bit. And,
everybody just thought I was weird. But now, in middle school, there are new
people, so they don’t know that part of me. And that’s what I like. And now I can
control it more. And not let it show too much.
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According to Alisha, “I don’t fit all the time, feeling let down sometimes.” However, in
talking about her friends, she stated, “I guess I am not as easily frustrated because they
understand me….” Furthermore, Changyo added, “I have a friend who’s autistic, so he
kinda knows what it feels like a bit.”

Sensitivity to victimization. When talking about interactions with others, the
majority of the children placed themselves in the victim role and talked about being
mistreated. In discussing his peers, Larry stated, “they’re always bothering me, picking on
me, bullying me around.” Larry also said, regarding his sister, “My sister tries to hit me
and push me. She’s always stealing my food. She stole my candy. Even when I was
younger.” Ashley said, regarding her friends, “They make fun of me because I am really
short and when we play games they yell at me because I do something wrong.” Changyo
spoke of his peers, “It was just like everybody there was kinda being a jerk to me. I really
couldn’t take it.” He further stated, concerning his sister, “She scares me sometimes. A lot
really. She just, she yells at me. I’m not even going to try to yell back.” Aqua talked about
an experience that she had with a teacher. She said, “and one of the teachers yelled at me.”
Finally, Alisha discussed, “Then I get frustrated when my family does some stuff, like my
brother moved up to New Mexico with his girlfriend. But he should be coming back. And
sometimes I wonder why and I get really frustrated.”
These perceptions of oppression support previous research that has found that
some children diagnosed with ADHD suffer harassment from others as a result of being
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viewed as different, which has been found to lead to these children being socially isolated
from their peer groups (Barkley, 2000; Kendall et al., 2003; Shea, 2003).

Parents as rescuers. When faced with conflicts or problems, the children who
participated in this study often talked about calling on their parents for help to resolve the
conflict and/or ease their stress. For instance, when fighting with his sister, Changyo
noted, “I would just think, like, why is she such a jerk? What’s, like, what’s wrong with
her? When’s Mom going to get home soon?” Along these same lines, when he has been in
conflict with his sister, Larry stated that he handled it by “try to tell Mom.” When Alisha is
having a difficult time with her schoolwork, she mentioned that, “doing stuff with my
Mom helps.” She added, “I am close to my Mom.” This notion supports previous
qualitative research (Sik, 2000) in the area of coping skills of children with ADHD, as
some of the children in that study were also found to rely on their parents for support.

View of the World
The majority of the children interviewed during this study described their worlds,
the systems in their worlds, such as school, and the people involved in these systems as
cold, uncaring, and sometimes antagonistic. As a result, the children talked about feelings
of helplessness, sadness, and anger due to their worldviews.
The world as aggressive. Several of the children in this investigation appeared to
view people in their worlds as hostile and antagonistic. In one example, Aqua relayed a
situation that had happened to her at school with a teacher. According to Aqua:
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Cause the teacher is an aide and she doesn’t even know what she is talking about.
And she works in the special ed class and, like, she doesn’t know anything. And
she’s always telling people, and I hate that little group, because all the aides are
like, “hahahaha.” And they, they gossip, and it’s so disgusting.
In another instance, Malik discussed how his teacher gives his class their behavior sheets.
He stated:
Like she would give it to us, and she would, she would say, like, “you got, like you
got a bad grade.” But then you’ll get it, and then we would be like, like we’ll suck
our teeth, and we would just, but then when we get it, and we would be like, we’ll
have an A or something, and we’ll be like, “I didn’t get a bad grade.” She’ll be
like, “I know, I just, I just tricked you just to see how you would get.” And I’ll be
getting real mad.
Furthermore, Larry discussed his experience with his school nurse. He said, “Then I ask to
go to the nurse at 1:00. She says, ‘I didn’t know you had a note at 2:00.’ And I’ll sign it.
Then she’ll say, ‘I’m not signing that.’ Being all mean.”

The world as uncaring. In talking about their experiences, many of the children
also appeared to see their worlds and the people in them as unsympathetic and distant. For
example, Changyo noted, “It just made me feel alone and sad. And I had only about, like
five friends at the time. So it just made me feel like nobody cared.” Similarly, Larry spoke
of his school, “Then when people hit me, they don’t do nothing.” In addition, he talked
about instances at school when peers were bullying him. According to Larry, “And then I
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go tell somebody, and they always do nothing. Cause the school is retarded.” Finally,
Aqua discussed feeling wronged by a teacher and misunderstood by her classmates,
stating, “Everybody looked at me like I did something bad.”

Coping Styles
The children interviewed in this study appeared to feel different from others, to
have conflicting opinions of both themselves and their friends, to be sensitive to
victimization, and to view their worlds as aggressive and uncaring. Considering these
stressors, it is not surprising that these children also talked about having negative emotions
at times, such as frustration, anger, and sadness. The majority of the children seemed to
cope with challenges with very concrete and impulsive methods in immediate response to
situations that the environment presented to them, as opposed to having set strategies that
were thought through and they knew that they could plan to use in advance. All of the
children in this study had more than one coping skill that they discussed during their
interview. This finding supports previous qualitative research (Sik, 2000) that also found
that children with ADHD used a variety of coping skills when faced with stressors.

Impulsive coping methods. The majority of the children discussed coping
techniques that were unplanned, situation specific, and did not always resolve the problem
to their satisfaction. For example, when faced with bullying in school, Larry stated, “And
then I just run away, escape, hide, or something like that.” According to Changyo, when
fighting with his sister, “It’s just, when my sister yells at me, it’s like, I yell at her back,
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and then she gets extremely frustrated. I kinda, like, get angry, and then I just go to my
room and I just think or something.” Aqua discussed that, when she was in conflict with a
teacher, “I started to get aggressive. I didn’t say it, but I was like ‘Shut up’ in my
head…Like in my head, I started, like, to say ‘Shut up!’ And I kicked, like, I kicked a
step.” When Changyo was having a difficult time in school, he said, “When I’d get home I
like cried. I just couldn’t be happy. It’s just really bad for me in fifth grade.”
Planned coping methods. Some of the children talked about coping strategies that
were better developed and well planned. For instance, when Alisha is feeling
misunderstood by her friends, “I try to tell them what I have and what I do for me having
ADHD and me trying to explain to them what it is like to have it and just communicating
to them.” According to Ashley, when she is having trouble cleaning her room, “I picked
up all my toys and put them in my toy box. I put them on my shelf. And put them in a box
that has a label on it and I put the box with the label on it in a drawer.” Changyo said, “I
can control it mainly with my medicine. So I’m getting along better with everybody else.”
Finally, when Alisha is feeling embarrassed:
I just kinda let my mind pass through it and sometimes when I do do embarrassing
things I say that it is the past, let it pass, just let it go, forget about it. And you
know, you just don’t fit in or something embarrassing happens to you just forget
about it and move on.
Despite the fact that some of the children interviewed used coping strategies that
appeared to be deliberate and premeditated, the children were often arbitrary and
inconsistent in the implementation of these skills. It was also observed that some of the
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children who executed these types of coping methods still used impulsive means of coping
at the same time.
Limitations
While this investigation has yielded improved understanding of the experiences of
children diagnosed with ADHD and positive implications for future clinical work with this
population, there are some aspects of this study that may be considered as limitations.
First, the sample size of six participants may be limiting in representation, thus decreasing
generalizability of results. After six interviews had been conducted, it was determined that
the saturation point had been reached.
With a sample of this size, individual differences among participants should also be
taken into consideration as a possible limitation, as these differences could affect the
study’s results. For example, although this study included two 12-year-old children, the
developmental level may have varied greatly between these children. In addition,
differences among children’s diagnoses could impact their responses. For instance,
children diagnosed with ADHD, ODD, and learning disabilities may have different
perceptions of themselves, others, and the world compared to children diagnosed only
with ADHD. Also in terms of this study’s sample, since children were recruited from only
two outpatient mental health facilities, both in the same area of the country, the sample
may not represent individuals from other regions.
Another possible limitation that should be considered is that all of the children in
this study had been participating in outpatient therapy for at least 6 months. Their
experiences and perceptions may differ from children who have not had exposure to

ADHD, Perceptions, and Coping 87
therapy. Furthermore, all of the individuals who were recruited to participate in this study
were volunteers. Consequently, the perceptions of individuals who chose to participate
may have been different from individuals who chose not to participate in this study.
Finally, when utilizing a qualitative research design, researcher bias must be
considered. To manage this potential limitation, a validation committee was utilized to
discuss the results within the interviews. The validation committee consisted of the
researcher, an individual from the researcher’s dissertation committee, and two other
individuals who were at least at the doctoral dissertation research level in psychology.
Each member was asked to read at least three interviews prior to meeting, and then all
members met to discuss their findings. It was expected that this mode of triangulation
would help to reduce researcher bias and improve objectivity.
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Chapter 5
Conclusions
Through the use of a qualitative design, this exploration has provided an in-depth
exploration of children who have been diagnosed with ADHD and the ways in which this
population perceives themselves, others, their worlds, and how they cope. The personal
narratives gleaned from interviews with the children who participated in this study helped
the researcher to bring meaning to each child’s personal experiences. Although it is
important to note that the results of the study cannot be generalized to all children who
have been diagnosed with ADHD, the findings demonstrate some important clinical
implications regarding the treatment of this population in outpatient settings. They also
infer suggestions for future research with this population.

Clinical Implications
Being different. Because the majority of the children interviewed in this study
expressed that they viewed themselves as different when compared to others, which led to
feeling a need to be accepted and understood by others, it would be important when
working with this population to normalize ADHD and the child’s experiences.
Normalizing what a child diagnosed with ADHD is experiencing as a result of his or her
diagnosis is likely to decrease some of the emotions of stress, frustration, anger, and
sadness that the children in this study expressed experiencing as a result of feeling
misunderstood by others. It would also be valuable to explore these incidences and
emotions with this population in the therapeutic setting. This would be particularly helpful
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to children similar to those in this study who talked about acting and feeling different from
others and feeling “weird.” These clinical recommendations parallel previous research in
the area of the treatment of children with ADHD, which reported that individual
counseling has the potential to provide a venue for a child with ADHD where he or she
can feel understood and safe (Brown, 2000).

Sensitivity to victimization. Since many of the children discussed being victimized
in their interactions with others and viewing others as aggressive and antagonistic, it could
be helpful to include assertiveness training as part of treatment with children with ADHD.
In addition, it would be essential to empower this population, instead of allowing them to
see themselves as victims. This empowerment could take the form of educating the child
more on ADHD, as some of the children interviewed in this study were unclear on what
ADHD is, and none of their parents knew what type of ADHD their children had. These
clinical recommendations would be especially beneficial to children who experience
feelings of being bullied by others, as some of the children in this study expressed. Brown
(2000) recommends that ADHD treatment include both parent and child education.
Research (Brown, 2000) has also found that individual counseling can be utilized to
reduce the helplessness that children who have been diagnosed with ADHD may
experience.
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Viewing self as ADHD versus viewing ADHD as a diagnosis. Results show that
many of the children in this study had a tendency to define themselves through their
diagnosis of ADHD. Therefore, when working with a child diagnosed with ADHD, it
would be important to support the child in developing their individuality and unique
personality outside of ADHD, while helping the child to improve his or her self-esteem, if
indicated. This could be achieved by encouraging children to identify and pursue their
interests and talents, such as singing, drawing, sports, dancing, writing, or using
computers, and also incorporating their interests into the therapeutic setting whenever
possible. The addition of this component into the treatment of children with ADHD would
be primarily valuable for children who identify difficulties with self-esteem and establishing
an identify separate from their symptoms of ADHD. Individual counseling has been noted
to provide opportunities for building self-esteem in children diagnosed with ADHD
(Brown, 2000).

Coping model. The way that the children in this study viewed themselves, others,
and their worlds impacted how they coped with the challenges that they faced. This
correlates with previous research (Skinner & Zimmer-Gembeck, 2007) that has found that
children’s temperaments, impulsivity, and social relationships and their contexts will affect
the development of their coping abilities. From the themes that emerged in this study, the
children had a tendency to overidentify with ADHD and its associated symptoms, such as
having trouble controlling themselves, to view themselves as either negative or positive
traits, such as good versus bad, to view themselves as different from others, to view others
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as aggressive, hostile, and cold, and to have a negative worldview, as they saw the world
as either antagonistic or uncaring. Therefore, it is not surprising that it would be difficult
for these children to identify and implement effective coping skills when faced with a
challenge.
As seen in other research (Sik, 2000), the children interviewed had a tendency to
cope with difficult situations with concrete, situation-specific responses that were
impulsive and not generalizable to a variety of problems. In addition, at times, the coping
methods were ineffective in that they did not appear to solve the problems to the
children’s satisfaction. While some methods of coping appeared to be planned, these
strategies were inconsistent and arbitrarily employed.
As seen in the figure, the children’s perceptions and their coping skills seemed to
have a reciprocal relationship. While their thoughts about themselves, others, and the
world appeared to influence the way in which they coped with challenges, their coping
methods reinforced their perceptions by the ways in which stimuli, usually in the form of
other individuals, in their environments responded to their coping methods. The children’s
perceptions can be viewed as their thoughts, or cognitions, that could be primarily treated
through cognitive therapy, while their coping methods could be considered as their
behaviors that could be treated through behavior therapy. The figure illustrates a coping
model that emerged from the narratives provided by the children interviewed in this study.
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Figure
Perceptions and Associated Coping Skills of Children With ADHD
Perceptions of Children
With ADHD

Coping Model of
Children With ADHD
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Either/or thinking
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Being different from
others

Impulsive coping

Negative world view

Ineffective resolutions

Cognitions

Behaviors

Cognitive Therapy

Behavior Therapy

To improve the way in which children diagnosed with ADHD cope, it would be
essential to help this population restructure their views and perceptions of themselves,
others, and their world. This could be done via cognitive behavioral therapy. While
cognitive behavioral treatment in the form of self-monitoring, verbal self-instruction, selfreinforcement, and problem-solving strategies has been found to benefit this population
(National Institutes of Health, 2000), this study suggests that targeting the child’s
automatic thoughts and cognitive distortions would also be helpful. The therapist would
explore with the child his or her automatic thoughts about him or herself, others, and the
world and then address cognitive distortions that emerge.
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Based on the findings of this study, some potential cognitive distortions that may
appear when working with children with ADHD would be dichotomous thinking, labeling,
negative filter, overgeneralizing, blaming, and judgment focus (Leahy, 2003). Eventually,
cognitive restructuring could lead to a healthier view of self, others, and the world and,
thus, healthier coping skills. Since this exploration was qualitative in nature, the children’s
narratives can be used as a point of reference for clinicians to observe the cognitive
distortions that children with ADHD may experience.
This approach to treating ADHD contrasts with traditional methods, which are
typically utilized to treat the behavioral symptoms of ADHD, such as hyperactivity,
impulsivity, and inattention. These techniques include behavior charts and contingency
management through the use of point/token reward systems, time out, and response cost
systems (National Institutes of Health, 2000). However, in the current study, the
children’s cognitions emerged through their narratives. These cognitions included
cognitive distortions about themselves, others, and their worlds and should also be a focus
of ADHD treatment.

Suggestions for Future Research
This research is only one phase in learning more about the experiences of children
diagnosed with ADHD from their own perspective. Because this study focused on children
with ADHD between the ages of 8 and 12 years, it would improve the understanding of
this population’s perceptions if future research concentrated on another age group as a
means of comparison. Furthermore, since this investigation explored how children with
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ADHD perceived themselves and others in the settings of home, school, and with friends
and how they coped in these settings, it would be beneficial if future research investigated
other settings, such as church, with the therapist, or other community locations. In
addition, because this research focused on how children with ADHD cope with challenges,
it may be beneficial for future research to take a step further and explore how satisfied
children with ADHD are with their coping skills. This could determine this population’s
perceived ability to cope with problems.
The information found throughout this exploration can begin to establish a base for
the ways in which children diagnosed with ADHD understand themselves, others, and
their worlds and the coping skills that they use to navigate their worlds, in their own
words. Because this research was qualitative in nature, it is a contrast to many previous
studies, which relied on conjecture from the children’s parents, teachers, and therapists.
Focusing on the children’s experiences through their eyes, as opposed to an adult
viewpoint, was essential in allowing their frame of reference to come to light. It is a new
beginning for future research regarding perceptions and coping in children with ADHD.
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Appendix A
Semi-Structured Interview
1. Tell me a little about yourself.
1A. What do you think of yourself?
2. Tell me how you think you get along with your friends. What do you think of
them?
3. Can you tell me in your own words what ADHD is?
4. Tell me about your experience with ADHD.
5. Tell me about a time that your ADHD was hard for you? (If the participant does
not provide an example, ask question 5A.)
5A. Give me an example.
6. What is it like for you with your ADHD at school?
6A. Describe yourself to me at school.
6B. Tell me about a time that was difficult or challenging.
6C. Tell me how you handled it.
7. What is it like for you with your ADHD at home?
7A. Describe yourself to me at home.
7B. Tell me about a time that was difficult or challenging.
7C. Tell me how you handled it.
8. What is it like for you with your ADHD with your friends?
8A. Describe yourself to me when you are with your friends.
8B. Tell me about a time that was difficult or challenging.
8C. Tell me how you handled it.
9. What else would you like to tell me that I have not asked about?

Clarifying questions may be asked in addition to the aforementioned questions, such as:
What do you mean by ________________?
Tell me more about __________________.
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Appendix B
Interview Script
First, I want to thank-you for taking the time to be part of our project. I am hoping
that what I learn from this will help make your time with your therapist better and that it
will help me find out more about what it is like to have ADHD. Your sharing in this
project makes it possible to learn really important information about children’s’ personal
feelings of what it is like to have ADHD. I will be taping this interview so that I can write
it out later to fully see your thoughts, feelings, and opinions.
Over the next half an hour to an hour, I am going to be asking you some questions
about your own thoughts and feelings about ADHD. Please answer the questions as
honestly as you can because it is important to understand your true feelings. When
possible, tell me as much as you can so I can hear and understand your story. The goal is
for me to hear what is in your head and in your heart. I will ask each question to get a
clear picture of your life. There are no right or wrong answers.
You can refuse to answer any of the questions that you do not want to answer or
feel uncomfortable answering. At the end of my questions, please add any other
information that you feel may be helpful. At this time, do you have any questions that I
can answer for you? Let’s get started!
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Appendix C
Demographic Questionnaire
CHILD INFORMATION
Please complete the following information for your child. If you have any questions,
please ask Ms. McKinnon at the conclusion of the interview. Thank-you!

Today’s Date: _______________

1. Age (years only): __________________________________________________
2. Date of Birth (month and year only): _________________________________
3. Child’s ethnicity (please mark all that apply):
____

African-American

____

Hispanic/Latino

____

American Indian/Alaskan Native

____

Native Hawaiian

____

Asian

Other Pacific Islander

____

Bi-Racial

____

____

Caucasian

__________________

____

Other (please specify)

4. School district (please mark one):
____

Chester Upland

____

Southeast Delco

____

Penn Delco

____

Upper Darby

____

Philadelphia

____

William Penn

____

Radnor

____

Other (please specify)

____

Ridley

___________________

5. Grade (please mark one):
____

1st

____

4th

____

2nd

____

5th

____

3rd

____

6th

6. Does your child receive special education services? (please mark one):
____

yes

____

no
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7. If yes, what kind of special education services does your child receive? (please
mark all that apply):
____

Emotional Support

____

Physical Therapy (PT)

____

Learning Support

____

Speech and Language

____

Life Skills Support

____

Other (please specify)

____

Occupational Therapy (OT)

___________________

8. What is your child’s current diagnosis?: _________________________________
_________________________________________________________________
9. Age when child was first diagnosed with ADHD: __________________________
10. Age when child first entered therapy for ADHD: __________________________
11. Length of time that child has been participating in therapy for ADHD at this
location: __________________________________________________________
12. What types of therapy for ADHD has your child received at this location? (please
mark all that apply):
_____ Family Therapy
_____ Group Therapy
_____ Individual Therapy
13. Approximately how many sessions of family therapy has your child attended at this
location?: ______________________________________________________
14. Approximately how many sessions of group therapy has your child attended at this
location?: ______________________________________________________
15. Approximately how many sessions of individual therapy has your child attended at
this location?: ____________________________________________________
16. Briefly describe 3 things that your child has focused on in treatment for ADHD:
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
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17. Please mark the medications that your child is currently taking, if any:
____

Adderall

____

Focalin XR

____

Adderall XR

____

Ritalin

____

Catapres

____

Strattera

____

Concerta

____

Tenex

____

Daytrana Patch

____

Wellbutrin

____

Focalin

Other (please specify) _________________

____

_________________
18. Has anyone else in your child’s family been diagnosed with ADHD?
(please mark one):
____

yes

____

no

19. If yes, please mark who in your child’s family has been diagnosed with ADHD in
the past:
____

parent(s)

____

sibling(s)

____

other relative(s)

